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HEARING LOSS, HEARING AIDS, AND THE ELDERLY

THURSDAY, JULY 18, 1968
U.S. SENATE,

SuscoMMITTEE 0N CONSUMER INTERESTS OF THE ELDERLY
oF THE SPECIAL COMMITTEE ON AGING,
Washington, D.C.

The subcommittee met, pursuant to notice, in room 5302, Senate
Office Building, Senator Frank Church (chairman of the subcommit-
tee) presiding.

Present: Senators Church, Carlson, and Fong.

Also present: William E. Oriol, staff director; John Guy Miller,
minority staff director; and Peggy Brady, assistant clerk.

OPENING STATEMENT BY THE CHAIRMAN

Senator CuurchH. The hearing will come to order, the hour of 10
o’clock having arrived and this being the designated place and time.

This Subcommittee on Consumer Interests—a unit of the Senate
Special Committee on Aging—meets today to begin public hearings
as part of its study of “Hearing Loss, Hearing Aids, and the Older
Anmerican.”

Testimony to be taken during the next 2 days will help us discuss
a fundamental question, and that question is:

What more should be done in this Nation to help older Americans—
those most vulnerable to deafness and near-deafness—to save them-
selves from the isolation, demoralization, and hazards that occur when
hearing deterioration becomes severe? '

To judge by information gathered by this subcommittee in prepara-
tion for this hearing, the answer to that question should be sought
vigorously within the next 2 days.

* For example:

Hearing loss significantly restricts 80 to 50 percent of the population
past 65 years of age. :

An intensive Public Health Service survey shows that 52.9 percent
of hearing aid, users past 65 never had an audiometric examination
prior to hearing aid purchase.

And yet the elderly are most in need of trained counsel; they are
three times more likely to have significant hearing loss than those
younger than they.

But, like other Americans, older persons in search of professionally
trained persons to give them the testing or services they need will
discover that such services are at a premium. We will be told by a
witness during these proceedings that present-day clinical facilities
cannot accommodate much more than 10 percent of all the persons
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buying a hearing aid each year. One survey lists 96 major cities in
the United States with no established hearing and speech services.

And, finally, the matter of cost. More than 300 hearing aid models are
on the market. Some are under $100. Others are $400 or more per ear.
Older Americans, most of them trying to live on budgets far smaller
than they enjoyed before retirement, face severe problems when con-
fronted by the high cost of hearing rehabilitation. As we will see, medi-
care offers some very limited help on examinations, and medicaid holds
out uncertain promise of help for the medically indigent. Other Fed-
eral programs offer more direct help for children or vocationally dis-
abled persons in need of hearing aids, but for the elderly there is a void.
Perhaps the time has come to see what can be done about filling that
void.

A Consumer ProBLEM

This subcommittee is primarily concerned with the consumer interest,
and public health aspects of the subject now before it. :

Six years ago, Senator Estes Kefauver conducted an intensive study
of hearing aid costs for the Antitrust Subcommittee of the Senate
Judiciary Committee. He was concerned about trade practices and the
structure of the industry. We will, of necessity, cover some of the same
ground in this hearing, but we will focus primarily on the following
areas:

(1) What can be done to improve delivery of services needed by
the elderly and others who suffer from hearing loss? Experiments and
research now being conducted by the Public Health Service indicate a
need for using all available resources—and perhaps some new ones—
if we are really serious about overcoming the fundamental deficiencies
in our present testing and service resources.

(2) We should recognize the fact that the elderly are prime vic-
tims for the minority of unscrupulous, fast-moving salesmen who are
apparently still very active. I want to make it clear that it is not the
prime purpose of this subcommittee to investigate scattered com-
plaints about sharp practices. And yet we cannot ignore evidence of
widespread door-bo-c?oor activity by salesmen who obviously ignore
all standards sought by responsible organizations and individuals.

From the office of the attorney general of California,® we have
received word that such salesmen are on the prowl, and that they seek
out the elderly. Apparently they carry their own “testing devices” with
them and try to make on-the-spot sales, sometimes prescribing indi-
vidual devices for each ear. The California State officials are attempt-
ing to take action. Perhaps similar action is needed elsewhere.

Consider this excerpt from a man who lives in a rural area near
Carthage, Mo., and I quote from correspondence we received :

They collect the down payment and have them sign a note which they sell to
some finance company and when the aid is found to be of no benefit they pretend
that they cannot make refund as promised in the first place but will make some
change generally trading one second-hand aid they have promised to sell for
someone and just keep stalling until the elderly person gets disgusted and just
lets it ride. They generally collect $300 for an aid. In the first place, the price is
outrageous and the help one gets is very unsatisfactory. My wife got hooked for
$600. They make all kinds of promises and keep none of them once they get

hands on the money which they demand in advance. Thank you, Mr. or Senator
Church. I am 80 years old and need no hearing aid.

1 See p. 362.
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Are these isolated instances? I will ask the Federal Trade Commis-
" sion to determine whether there is reason to believe that such activity
‘may go beyond State lines.

(3) What will be the effect of rising noise volumes on future gen-
erations of older Americans? Eminently responsible experts are now
asking whether our ears can adapt to the sounds—unknown 10 or 20
years ago—that now assault our ears every day. Fortunately, we are
1n a position to get some answers to this question from a witness who
will testify thismorning.

ProerEMs LigeLy To INTENSIFY

Once again, we must ask ourselves: If present services are dismally
inadequate for the present population of people in or near retirement,
what will the situation be as the number of older persons increases
every year, particularly if hearing disordersincrease, too ?

" (4) What kind of consumer education will be helpful to individ-
uals of all ages in need of facts about hearing aids and hearing serv-
ices? As already noted, hundreds of hearing aid models are available
from a wide variety of sources, and the advertising for many of those
products is quite often hazy on essential details. In addition, there
seems to be a built-in resistance on the part of many persons to any
thought of correcting hearing loss. We need new ideas about consumer
education. I am sure this hearing will produce some of these ideas.

To conclude, I would like to note for the record that we have re-
quested statements from the Federal Trade Commission,! the Office
of Education,? the President’s Committee on Consumer Interests,® the
Veterans’ Administration,* and other Federal agencies—as well as
private organizations—with information or suggestions for the sub-
committee. We will include the statements in the hearing record and
seek out additional testimony where needed. . )

I want to recognize the presence of Senator Frank Carlson this
morning and ask the Senator if he has anything he would like to say
before we move on into the testimony. :

Senator CarrLson. Mr. Chairman, I appreciate very much your call-
in% this hearing and I intend to participate in it. '

enator CHURCH. Thank you very much, Senator.

I am pleased to offer now a statement for the record from Senator
Williams. ' : :

STATEMENT OF HON. HARRISON A. WILLIAMS, CHAIRMAN,
SENATE SPECIAL COMMITTEE ON AGING

Senator WiLriams. Mr. Chairman, I have a brief statement. First,
I would like to congratulate Senator Church for his swift action in
calling for a hearing on a matter of considerable importance to the
millions of elderly Americans and others who suffer from hearing
loss. Over the years the Subcommittee on Consumer Interests of the
Elderly—and its predecessor, the Subcommittee on Frauds and Mis-
representations A%ecting the Elderly—-have received complaints and

1 See p. 311,
2 See p. 308.
3 See p. 351.
4 See p, 344,
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some testimony about problems related to hearing aids. I have long
felt that the subject required intensive attention, and I am glad that
Senator Church has made it the first item for action in his new capacity
as chairman of the Subcommittee on Consumer Interests of the
Elderly.

To return again to the matter of complaints received by the com-
mittee, many letters suggest that some dealers and door-to-door sales-
men confusé or even mislead elderly customers—many of whom are in
desperate need of help.

ther letters ask: \Vhy should a hearing aid—which appears to be
a fairly simple device—cost as much as $400 or even more?

In fairness to the industry, it must be pointed out that many dealers
offer honest, helpful service to customers, and that ma,nufacturers
have done wonders i improving performance and reducing size of hear-
ing aids. In addition, many hearing aids are far more complex than
they look and must do far more than merely amplify sound.

nd yet, despite the honest efforts of many manufacturers and
dealers, consumer complaints persist. The subcommittee, by providing
a forum for public discussion of major issues related to hearlng loss
and the older American, is performing a valuable service, and I am
looking forward to the testlmony and your recommendations.

Senator CrorcH. Our first witness this morning is William H.
Stewart, the Surgeon General from the U.S. Public Health Service.

You are accompanled Dr. Stewart, by several other eminent peo-
ple. I wonder if you would introduce them to the committes and then
proceed as you desire?

STATEMENT OF WILLIAM H. STEWART, SURGEON GENERAL, U.S.

'~ PUBLIC HEALTH SERVICE; ACCOMPANIED BY ELDON H. EAGLES,
M.D., ACTING DIRECTOR, NATIONAL INSTITUTE OF NEUROLOGI-

" CAL DISEASES AND BLINDNESS; AND DR. JOSEPH L. STEWART,
CONSULTANT, NATIONAL CENTER FOR CHRONIC DISEASE
CONTROL

Dr. WiLriam Stewart. Thank you, Mr. Chairman.

With me today is Dr. Eldon L. Eagles, the Acting Director of the
National Institute of Neurological Diseases and Blindness; and Dr.
Joseph L. Stewart, on my far right, the National Center for Chronic
Disease Control of the Public Health Service.

Mr. Chairman and members of the subcommittee, it is a pleasure
to have the opportunity to speak to you this morning on the problem
of hearing loss, particularly as it affects the older American, and to
review the problem.

After I make my statement, Dr. Eagles will speak from the hearing
research point of view and the other Dr. Stewart will discuss the con-
trol of hearing loss.

I should like to speak at this point of two areas of this subcommit-
tee’s concern : First, the extent of hearing loss among older Americans
and the possibility of even wider hearing loss within the next decade;
and, second, the possibility of change in public policy.

To begin with, the term “hearing loss”—especially when applied to
the older person—is somewhat limiting. While we generally employ
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a single medical term, presbycusis, to refer to the hearing loss asso-
ciated with advancing age, we are really attempting to describe the
combination of effects upon hearing that a person accumulates in a
lifetime—beginning, in some cases, with an inherited tendency for a
particular ear disease, and going through the entire gamut of diseases
which might possibly be traumatizing to hearing, plus a number of
other toxic effects such as certain drugs, environmental insults, and
a lifetime exposure to noise. : :

Since the older person is also likely to have one or more chronic
diseases, these may also affect his hearing—if they include either
arteriosclerotic disease or diabetes. :

So, when we speak of “hearing loss” in the older citizen, we mean
“hearing losses,” with all the variability in both cause and treatment
that the term implies.

Regardless of how we define hearing loss, the condition affects more
persons than any other chronic condition, with the greater number of
affected persons being older adults. The most recent epidemiological
findings on the prevalence of hearing loss in this age group will be
discussed by-Dr. Stewart, so I will not take time to repeat them. -

I would like to point out, however, that the loss of hearing in the
upper age ranges appears to have increased in recent years. Informa-
tion obtained in fiscal year 1958 shows a hearing-impairment rate, for
all ages, of 34.6 per 1,000 persons.

By fiscal years 1960 and 1961, the rate had gone to 35.3 per 1,000
persons and the most recent information available, gathered in fiscal
years 1962 and 1963, shows an even more alarming rise to 43.7 per
1,000 persons.

While a significant portion of this rise is due to modification of the
interview procedure used in taking hearings-loss surveys, it is unlikely
that this accounts for all of the increase seen in comparing these rates:
for the group between 45 and 64 years of age. In the years between
the fiscal year 1958 and fiscal year 1961, the rate goes from 51.2 per
1,000 to 64.6 per 1,000 for this age group.

“Norse PoLLurioN” INTENSIFIES PROBLEMS

If the causes for this rise may be presumed to be still with us, and
since we may anticipate ever-increasing noise pollution to accompany
further advances in our industrial technology, I can foresee no other
course but for this problem to expand.

Even if major breakthroughs in our research and prevention efforts
in arteriosclerotic disease, diabetes, noise control, and the like, should
occur, gradual damage is currently occurring in our people who will
be the older Americans of the ensuing decades.

I should like to speak now to the subject of possible changes in
public policy regarding hearing loss and the elderly.

The first such change I should like to comment upon is a philo-
sophical one which has already been implemented, even though its full
effects will not be felt for several years. I am referring specifically to
the change in emphasis within the Public Health Service away from
the categorical, disease-oriented programing of recent years to the
more comprehensive definition of hea.%tf'h needs of the present day.

This change has been accomplished by recent acts of Congress, specif-
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ically the Comprehensive Health Planning and Public Health Service
Amendments of 1966 and 1967, commonly referred to as the partner-
ship-for-health amendments.

Sections 304 and 314 of these amendments are particularly pertinent
to the subject of this hearing, even though they do not specifically
relate either to hearing loss or to the older American. Under the pro-
visions of section 304, authorizing research relating to health facilities
and services, the Public Health Service has established the National
Center for Health Services Research and Development ; under section
314, decentralization of Public Health Service activities has made
possible the comprehensive health planning and services on the State
level called for by this act.

In both cases, the emphasis has shifted from, for example, a cate-
%orica.l entity such as hearing loss to incorporate broader areas of

ealth concern, of which hearing loss may be one component. I feel
that this definition of health and disease places the health conditions of
our citizens into better perspective—if you will recall my comments a
few moments ago of the conglomeration of conditions which may be
combined under the single term “presbycusis,” the need for such a
change in philosophy is quite clear.

This is not to negate the need for the categorical specialist nor cate-
gorical research activities; rather, it is an attempt to better fit the
pieces for better overall health care.

The need for another change in governmental policy that will be
debated, probably in the relatively near future, is whether or not medi-
care should be amended to provide for some or all of the costs incurred
in the determination of need for, and purchase of, hearing aids and
related remedial procedures. While the Social Security Administra-
tion has recently revised the regulation on otologic evaluations so that
diagnostic audiologic tests are now covered, the regulation still does
not apply if the testing is done solely to determine the need for and/or
the type of hearing aid.

In view of the %’arge number of persons covered by medicare who
have a significant loss of hearing, caution will be maintained in any
future deliberations to consider expanding the coverage to include
services for hearing aid selection and use, as well as the cost of the
instrument. Following current procedures for obtaining a hearing aid
would almost certainly be cost-prohibitive and the alternates will not
be palatable to the industry. In view of the shortages of professional
personnel and facilities, any change in the regulations must certainly
be accompanied by, or proceeded by, new systems for delivery of these
services.

TeNTATIVE IDEAS FOR ACTION

We in the Public Health Service are vitally interested in finding
workable solutions to the problems being discussed here this morning.
Some of the ideas now in the discussion stage include:

1. The drafting and promulgation of model State laws covering the
dispensing of hearing aids.

2. The establishment of an ongoing program for the testing of hear-
ing aids and audiometers and the publication of the results of such
tests.

3. Comprehensive, long-range planning for noise control.
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4. Short-term training courses for commercial dispensers of hear-
ingaids.

5. The determination of the most effective system for the organiza-
tion and delivery of hearing services.

Mr. Chairman, I want to thank you for the opportunity to appear
before the subcommittee this morning and to assure you that the prob-
lems discussed in these hearings are receiving careful attention within
the Public Health Service.

At the conclusion of the remarks of Dr. Eagles and Dr. Stewart, we
will be happy toanswer any questions you may have.

(The chairman, in a letter written shortly after the hearing, ad-
dressed several questions to the witness. Questions and replies fol%ow :)

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
PuBLic HEALTH SERVICE,
Washington, D.C., September 20, 1968.

DeAR ‘SENATOR CHURCH : The questions you raise about hearing services for
older Americans in your letter of ‘August 1, 1968, reflect our mutual deep con-
cern. In the present state of Public Health Service reorganization it is not imme-
diately possible to identify specific agencies and subagencies responsibilities for
all comprehensive and categorical services. Even now our Task Forces are work-
ing to develop final patterns for the division of efforts for many key problem
areas including hearing services for older Americans. ’

More specific answers to your questions will be forthcoming as soon as areas
of responsibility become better defined. The priority that I will place upon im-
proving hearing services to older Americans will depend on the facts and recom-
mendations provided to me by the Task Force. ’

The enclosed answers are a composite of responses from my office and the var-
ious Programs concerned. They represent the best we can give you at this point
in time. ’

Sincerely yours,
Leo J. GEHRIG, M.D.,
Acting Surgeon General.

Enclosure.

Question 1. Your statement—in discussing Section 314 of the Parinership for
Health Amendments—says “decentralization of Public Health Service activities
has made possible the comprehensive health planning and services on the State
level called for by this Act.”

It seems to me that you have touched upon an important point that is related
directly to the future delivery of services for those with hearing loss, end I would
like to have some additional discussions. I am particularly imterested in how the
provisions of the amendments will affect the implementation of State projects re-
lated to hearing loss. )

Answer. Prior to the passage of the Partnership for Health Act, the facilities
providing services for the hearing impaired, with Public Health Service support,
were given initial support through project grants awarded directly to the appli-
cant. Under this mechanism, each application was viewed on its merit with rela-
tively little consideration as to how the project would relate to other existing
activities.

The Partnership for Health Act requires that each State develop its own
health plan, designed to meet local health needs. A priority rating must be made
for these needs. Under this Act, proposed services for the hearing impaired must
be of sufficiently high priority to the consumers of health services to qualify for
Federal support for the services. !

Question 2. You also noted that under Section 304 of the same amendments,
the Public Health Service has established the National Center for Health Services
Research and Development. Later, you said: *. . . our research effort needs to be
more directed at better ways of diagnosing, better methods of treatment, and how
you organize the diagnostic services and treatment services in the way the people
can get them with a quality that would be acceptable.”

Will you undertake studies of such subjects at the Center? If so, how far ad-
vanced are your plans on individual studies?
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Answer. The Public Health Service is in the process of formulating the specific
mission of the new National Center for Health Services Research and Develop-
ment. Some of the necessary research directed toward better services for older
Americans—which should include hearing services—will be based in the new
Center, such as studies of better methods of organization and delivery of health
care.

However, until new and improved instruments and techniques are developed to
the point of actual service function, the National Center for Health Services
Research and Development will carry out research on organization of services in
the context of presently available diagnosis and treatment methodologies.

The Neurological and Sensory Disease Control Program of the National Center
for Chronic Disease Control now assigned to Regional Medical Programs has in
the past put forth a great deal of effort in the areas designated below :

Improved diagnosis: Current activities include development of a “self-
calibrating” audiometer, an automated speech audiometric system, and a “master
hearing aid,” all of which are instruments designed to improve diagnostic pro-
cedures. Progress to date on the self-calibrating audiometer includes determining
the injtial functions the instrument will have. A small group of outside experts
from audiology, otolaryngology, and electrical engineering will be brought to-
gether to assist in deciding the characteristics appropriate for a prototype
instrument. The project has been discussed with engineers in the industry, re-
sulting in approximately 30 requests for consideration for a development contract.

The master hearing aid, a device which will have both diagnostic and re-
habilitative potential, has had initial development from several sources in private
industry. The devices currently available, are not capable of the variability and
versatility necessary in an instrument of this sort. Basically, the device will be
used to determine the best combination of power, pressure, and frequency a
hearing aid should have for a particular person.

A diagnostic instrument of critical importance is an “automated pneumatic
otoscope” to measure the mobility of the ear drum (and possibly photograph it at
the same time) using electronic sensing devices. The need for such devices is
primarily in screening programs for children, wherein large numbers with middle
ear disease or sequellae are being missed by conventional methods. Such otitis
media research is of particular significance to the areas of diagnosis and treat-
ment as well as to delivery systems of service.

Future research anticipated along these lines includes the analysis of éertain
pvhysiologic responses to auditory stimuli in infants (such as inhalation-
exhalation) so that assessments of hearing can be made very early in life.

Methods of treatment; distribution of services: The research which has the
highest priority is on hearing aid utilization. At the present time, hearing aid
selection is based almost exclusively on pure-tone audiometry and a comparison
of aided versus unaided responses to speech and audiometry. The Public Health
Service has plans to study hearing aid usage by the elderly to identify those
variableés contributing to effective hearing aid use and satisfaction. An idea of the
complexity of this problem might be gained from listing some of the most probable
variables to be studied: general health, with particular reference to arterio-
sclerosis; audiometric test scores; socio-economic status; duration and extent
of hearing loss and probable etiology ; extent of current social participation in the
community and “need” for hearing as judged by social environment, home environ-
ment, and selected personality factors. A portion of the study will be concerned
with a retrospective analysis of “successful” hearing aid users. This group will be
compared with a matched group of dissatisfied hearing aid users and the results
analyzed for possible predictive criteria and to indicate future research required
to make such predictions better.

Another area of high priority is a study of the effect of hearing deprivation on
the social and language development of children. The results of such investiga-
tions will show new directions for treatment and education of the hearing im-
paired child.

The studies proposed are in the advanced planning stage but their progress
depends upon the ultimate disposition of categorical programs such as the
Neurological and 'Sensory Disease Control Program.

Question 3. What research proposals are you now considering on the subject
of training nonprofessional personnel to provide services .to those with hearing
loss? ’ .
and
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Question 4. Several witnesses suggested that—when compared to actuael need—
the number of traimed individuals needed in vhe field is relatively small, despite
efforts by the Public Health Service and others to provide resources for training.
Does this suggest a meed for mew research on the subject of training non-
professional personnel to provide services to those with hearing loss?

Answer: At the present time there are no research proposals being evaluated
to accomplish this.

Two types of non-professional training should be considered. They are “aid”
or “audiometrist” to perform a particular audiometric function as an extension
of the aundiologist or otologist, and the training of the commercial dispensers
of hearing aids, to improve his technical nnderstanding. There is, however, a
need to evaluate the training requirements, the methods, and institutions to be
utilized, in preparing non-professional personnel to perform specific roles, in
new environments such as in multiphasic screening, neighborhood health centers,
state wide screening, and inner-city programs.

Question 5. You will recall that we discussed the differences between your
proposed model State laws and those proposed by the Federal Trade Commis-
cion. I have the impression that you are primarily concerncd with model laws
that will maintain high standards of medical service. Existing State laws, it
appears, are concerned primarily with the licensing of non-medical dealers. Is
this a fair description of the basic difference? I would lile to have additional
interpretation from you on, this point.

Answer. Yes, the description of the basic difference between the two efforts
has been interpreted correctly in your letter. That is, existing State laws are
concerned primarily with the licensing of non-medical dealers.

The major fault with current State laws is that they do little to protect the
consumer. There are no provisions, for example, for recovery of costs of an
aid sold improperly, nor any visible restraints against any and all sales prac-
tices with the exceptions of false advertising and practices directed primarily
at the dealer’s competitors. No standards for proficiency in hearing aid testing
and selection are established. .

Hearing aids are devices subject to all of the adunlteration and misbranding
provisions of the Federal Food, Drug, and Cosmetic Act. Thus truthful labeling,
adequate directions for use, and compliance with professed standards are
required. If the products purport to meet the standards of the International
Standards Organization, which are currently the accepted standards of the
industry, a failure to conform would make the devices adulterated under Federal
law. .

Question 6. You also asked for the establishment of an ongoing program for
the testing of hearing aids and audiometers and the publications of the results
of such tests. What agency would conduct such testing activity?

What would be the basis for determining satisfactory performance? Do you
intend to establish such a program in the near future?

Answer. At present the Veterans Administration and Bureau of Standards
have an arrangement whereby the Bureau conducts tests for the Veterans Admin-
istration on a selected number of hearing aids on an annual basis. No such pro-
gram for audiometer assessment is in operation at this time.

The tests for hearing aids would evaluate quality of construction and compo-
nent parts as well as the performance of the instrument compared with the
specifications published by the manufacturer for his instruments. .

The evaluation of audiometers would be in accordance with the standards
established by the International Standards Organization and the International
Electrical Engineering Organization. These are the currently accepted stand-
ards of the industry and the consumer as well. No program for such evaluations
is currently underway, nor are there plans for such in the very near future.

Question 7. Another proposal called for “short-term training courses for com-
mercial dispensers of hearing aids.” Would this involve Public Health Service
certification for existing training opportunities, or would you establish training
programs of your ownf? Would completion of training entitle a participant 1o
certification of some kind?

Answer. Since Public Health Service does not certify training centers, the
intent behind this idea was that existing training centers would be encouraged
to apply for short-term training grants for this activity. This would enabie the
fully-trained professional to provide not only the training necessary in audiom-
étry for the dispenser to do a more adequate job, it would also incorporate such
aspects as the need for calibrated equipment, how to calibrate, audiometric
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indications of a medical problem, etc. At the present time, most of such training
is obtained through correspondence courses; this is a skill, which requires con-
siderable supervised experience with both instrument and patient available.

There is no reason why a “certificate” could not be awarded indicating the
dealer had successfully completed the short course. I would not want this to
become confused with “certification” in the clinical sense (such as that awarded
by the American Speech and Hearing Association, for example) nor should it be
capable of being used to indicate non-existent professional competence.

Question 8. Does the establishment of a Consumer Protection Administration
within the Department of Health, Education, and Welfare offer new opportu-
nities for additional consumer protection activities related to hearing loss? You
suggested, for example, that research should be authorized to raise the specifica-
tions that are needed for the instrumentation of testing. Would this be a respon-
sibility of the new Consumer Protection Administration?

Answer. An instrument for testing hearing loss would be considered a device
under the Federal Food, Drug, and Cosmetic Act. As such, they are subject to
seizure and other regulatory sanctions if unsafe or misbranded. Research con-
tracts have been authorized and funded by FDA to establish specifications in
order to determine what constitutes a violative medical device and thereby facili-
tate enforcement in situations in which litigation is either pending or anticipated.
Standards of this type, however, cannot be promulgated with the force and effect
of law but must be enforced case by case establishing that the product is either
unsafe or misbranded.

However, legislation is pending which would provide authority to the Depart-
ment to set standards (with the force and effect of law) for medical devices. If
enacted, the Secretary would have clear authority to sponsor research to estab-
lish binding standards.

Question 9. Can the new research center conduct a study on current hearing aid
sales practices? It seems to me that there has been little or no systematic evalua-
tion of such practices, and at first glance it appears to me that such a body could
well fall within the responsibilities of the research center.

Answer. Through a new National Center for Health Services Research and
Development, the Public Health Service might support research which would be
related to sales practices of dispensers of hearing aids. A study specifically di-
rected toward sales practices would more appropriately be undertaken by the
Food and Drug Administration, however, since sales promotion, including oral
representations, are subject to regulation by this agency. Investigations of this
type could also appropriately be handled in an agency such as the Federal Trade
Commission.

Dr. WoLiam Stewarr. If it is all right with you, Mr. Chairman, we
will proceed directly to Dr. Eagles and Dr. Stewart.

Senator CrurcH. Very well. We will do that and we will reserve
our questions untilall three of you have completed.

STATEMENT OF ELDON L. EAGLES, M.D.

Dr. Eacres. Mr. Chairman and members of the subcommittee, it is
a privilege this morning to speak to you about the National Institute of
Neurological Diseases and Blindness, which has been deeply concerned
with hearing disorders since its establishment in 1950. The magnitude
of the problem—involving some 15 million le in varying degrees—
gives it top priority in the Institute’s overalﬁoﬂ% .

Briefly, the NINDB program in hearing disorders includes approxi-
mately 178 research grants, and there are 61 grants to institutions for
advanced research training in otology, otolaryngology, medical audi-
ology, auditory physiology, and other disciplines relafing to this field.

Also in fiscal year 1968, there were five postdoctoral and 17 special
fellowships—awards made directly to individuals—for work in human
communication fields. These were awards made to individuals training
to become teacher-investigators.

We are funding eight multidisciplinary research centers in St. Louis,




11

Princeton, Ann Arbor, Gainesville, Fla., Chicago, Baltimore, San-
Francisco, and Houston where broad studies of whole complexes of
human communication problems are going on.

To provide physicians, researchers, and teachers with better scien-.
tific reference resources in the field, we are funding, through a con-
tract, an Information Center for Hearin , Speech, and Disorders of
Human Communication at the Johns Hopkins University and are also.
publishing reviews and other documents of professional interest, the
most recent of these being our monograph No. 7, entitled “Human Com-
munication: The Public Health Aspects of Hearing, Language, and.
Speech Disorders.”

Guiding the whole effort is a subcommittee of our National Advisory
Neurological Diseases and Blindness Council, made up of nationally
known leaders in the field. .

In viewing the substance of this program, one is immediately im-
pressed with the complexity of the auditory system, and the great
variety of underlying disorders that may contribute to hearing dis-
ability. This variety is, understandably, one of the principal reasons
why so many people haye problems in selecting hearing aids, and why
so many give up in despair who could have been helped if they had been
able tomake a better selection.

In spite of the highly commendable efforts of the various public and
private organizations concerned, as well as the voluntary regulatory
efforts within the industry, too many people are still being fitted with
hearing aids who cannot be helped by this means at all ; too many are
being sold the wrong type of hearing aid; and, most tragically of all,
too many with remediable ear disease are going undiagnosed while
they try one hearing aid dafter another, until they pass the point where
the disease is remediable.

MeprcarL ArrentioN Lacking

In a recent analysis of statistics from the National Health Survey,
it was indicated that 34 percent of persons with binaural hearing loss
have never been tested by a 'medical doctor, and that only. 18 percent
had had their hearing tested within the 2 years prior to the interview.
This lack.of medical attention is a major reason for dissatisfaction
with hearing aids and for their abandonment.

It is therefore impossible to emphasize too strongly the importance
of having a thorough otologic examination before any remedial steps
are taken. Just as we no longer buy spectacles on a basis of trying on
a few pairs until we feel that we notice some improvement, netther do
we regard deafness as a simple mechanical situation, correctable by
nothing more than a simple mechanical procedure.

Another problem needing far more attention than it is getting is
that of improper calibration of audiometers—standard devices used to
measure hearing ability and detect ear damage or disease. A study re-
cently sponsored by the Public Health Service and the University of
Norrtﬂ Carolina contains the rather startling information that out of
100 audiometers obtained from health departments, public schools,
physicians and hospitals, military and industrial installations, Vet-
erans’ Administration units, and hearing aid dealers, not one met the
study’s calibration specifications, and the majority were considered
“grossly out of calibration.”

98-912—68—2
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In the hearings led by Senator Kefauver 614 years ago, estimates
were given that half of the 15 million people with impaired hearing
could be helped by properly prescribed hearing aids, but that no more
than a fifth were actually using them.

We hope very much that these hearings will bring out evidence of an
improvement in that figure. In any case, they should certainly serve
to point up the urgent and continuing needs in this area of health care.

Thank you.

Senator CrurcH. Thank you very much.

(The chairman, in a letter written shortly after the hearing, ad-
dressed the following questions to the witness:)

Question 1. Your statement said at one point: . . . too many people are still
being fitted with hearing aids who cannot be helped by this means at all; too
many are being sold the wrong type of hearing aid; and, most tragically of all,
190 many with remedial car discase are going undiegnoged.while they try one
hearing aid after another until they pass the point where the disease is remedial.”

This summing-up is—as you might well imagine—of great interest. I would
very much like to have some discussion from you on the sources of information
for your conclusion, since we may wish to discuss your findings in some detail
at future hearings or in our report.

Question 2. You have already provided one publication from the Information
Ocnter for Hearing, Specch, and Disorders of Human Communication. Are you
planning now any other studies that may be of help to the Subcommittce?

(The following reply was received :)

Your first question deals with my summation of the present situation in
regard to the use of hearing aids. First, may I say, I am not an otolaryngologist
and have no direct experience in this field. I have, however, been a meémber. of
the Committee on Conservation of Hearing of the American Academy of Opthal-
mology and Otolaryngology since 1958. From 1957 to 1964, I was Executive
Director of the Committee’s Subcommittee on Hearing in Children and, in this
capacity, conducted studies of hearing in children while a member of the faculty
of the Graduate School of Public Health at the University of Pittsburgh. During
this period, I came to know through close association a large number of
otolaryngologists and their many problems. The problems arising from lack of
proper medical attention in the fitting of hearing aids were a constant matter
of concern to the Committee on Conservation of Hearing. I feel that my summary
statement would be heartily seconded by the majority of otolaryngologists.

It may be of interest to provide some information on the prevalence of com-
municative disorders and, in this instance, may I refer you to the National
Institute of Neurological Diseases and Blindness Monograph No. 7 entitled,
“Human Communication: The Public Health Aspects of Hearing, Language,
and Speech Disorders.” * Beginning on page 4 in Chapter 2 on the prevalence of
communicative disorders and under the subtitle “National Health Surveys,”
the following information appears: .

“The National Center for Health Statistics, a unit of the U.S. Public Health
Service which is conducting the National Health Survey, has published a report
on the characteristics of persons with impaired hearing in the United States from
July 1962 to June 1963. The information in this report was obtained through the
nationwide household interview survey (22). Selected findings from this report
are as follows:

“ ‘Approximately 8 million persons were estimated from the interview to have
some hearing loss in one or both ears. Following an attempt to find additional
information through a supplementary questionnaire, 31 percent reported a hear-
ing impairment in only one ear, 51 percent reported hearing impairment in both
ears, 8 percent reported hearing good in both ears and there was no response
from 10 percent.

“‘Of those persans reporting hearing impairment in both ears, an attempt was

1 I subcommittee file.
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made to judge their ability to hear without the use of a hearing aid with the
following findings:
“¢(g) Cannot hear and understand spoken words—4.7 person per 1,000
population.
“¢(p) Can hear and understand a few spoken words—4.0 persons per 1,000
population.
“¢(¢) Can hear and understand most spoken words—13.8 persons per 1,000
population.

« #The association of hearing loss and age is readily apparent from the data in
this report. The rates for all persons with binaural hearing loss increase from
3.5 persons per 1,000 population under 17 years of age to 132.0 per 1,000 persons
65 years of age and over. Approximately 80 percent of the persons with binaural
hearing loss were 45 years of age or older and 55 percent were 65 years of age
or older.

«oPhe prevalence of binaural hearing loss was considerably greater among
‘males than females; in each of the age groups the rate for males was higher than
the rate.for females. However, the differences were much greater for the two
older age groups than for the two younger groups.

« “The difference in rates between the sexes is primarily due to the rate differ-
ence among those with the least hearing loss, that group defined as “can hear and
understand most spoken words.” The rates for males and females do not differ
older age groups than for the two younger age groups.

“The prevalence of binaural hearing impairment decreased as the amount of
family income and the educational attainment of the individual increased. This
finding is consistent with other data from the health survey which show that
chronic conditions causing limitation of activity are more prevalent among per-
sons with lower incomes.

“:Comparative data on impaired binaural hearing among white and nonwhite
persons reveal a considerably higher rate for white persons (23.3 per thousand)
compared with that for nonwhite persons (15.1 per thousand). In general, these
racial_differences. held through for.all age groups and degrees of hearing loss.

““The prevalence of binaural hearing impairment is lowest in urban areas. In
respect to major geographic regions, in each of the age groups, the rates are low-
est for the northeast region of the country and highest in the South and South-
west.

“sAbhout 22 percent of the population with binaural hearing loss were currently
using hearing aids, about 6 percent were former users and 70 percent had never
used a hearing aid. As might be expected, the use of hearing aids was closely
related to hearing ability. About 43 percent of those with no speech comprehen-
sion were current users of hearing aids and only about 45 percent of these per-
sons had never used an aid. Among those who could hear and understand most
words, ‘only ‘about 12 percent were using aids and about 82 percent had never
used an aid. The proportion of current users of hearing aids is directly related
‘to income : the higher the income, the higher the percentage of persons who are
_presently using an aid.

“:Of the 4,085,000 persons with binaural hearing loss, about 222,000, or 5.4 per-
.cent, were reported to have a severe visual impairment. These percentages in-
dicate that about one-fourth of the persons 65 years and older who have a hear-
ing impairment also have some degree of visual impairment.’ ”’

This publication of the National Center of Public Health Statistics further
reports on the use of hearing aids as follows:

“About 31 percent of the hearing aid users chose their aids on the recom-
mendation of a medical docter or clinic, 53 percent chose aids without the recom-
mendation of a medical practitioner, and about 16 percent were not classified.

“Although there was little-difference by age in the proportion of persons who
were currently using aids, the proportion who had never used an aid decreased
with age. These proportions were about 76, 72, and 64 percent for ages under
435, 45-64, and 65 years and over, respectively. Among persons 65 years and over,
7 percent of those with binaural hearing impairment had formerly used a hear-
ing aid, as compared with 4 percent among those under 45 years and 5 percent

.of those 45-64 years. This comparatively high rate of aged persons who have
discontinued the use of an aid may be related to the original basis for its selec-
tion. Only 27 percent of the persons 65 years and older who had ever used an
-aid chose it on the basis of advice from a doctor or clinic as compared with
:38 percent of those under 65 years who had used an aid.”

In answer to your second question, this Institute now has in preparation
the report of a comprehensive study of the state of the art in respect to re-
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search and gaps in our knowledge in respect to communicative disorders. This
study has been conducted by an outstanding group of scientists who are serving
as an ad hoc committee of our National Advisory Council. The report will be
finished and presented to the National Advisory Neurological Diseases and
Blindness Council at its next meeting to be held the latter part of November 1968.
It is hoped that the report will provide the basis and direction for research in
this whole field for the next several years. It may be that your Committee might
wish to examine this report when it is available, and, if so, we will be pleased
to make it available to you.

Senator CaurcH. Dr. Stewart, if we may hear from you at this time.

STATEMENT OF DR. -JOSEPH L, STEWART

Dr. JosepH STEWART. Thank you. .

Since public discussions and decisions hinge on how well a hearing
aid works or, specifically, how well the hearing aid works for the older
American who needs his hearing enhanced, I would like to take the
next, few minutes to try to show audiovisually why the problems which
are being considered at this time are so complex. _

Rather than read the testimony which I have presented for the
record, I will then attempt to update and summarize it briefly.

(The full statement by Dr. Joseph Stewart follows:)

PREPARED STATEMENT SUBMITTED BY JOSEPH L. STEWART, PH. D., CONSULTANT,
SPEECH PATHOLOGY AND AUDIOLOGY, NATIONAL CENTER FOR CHERONIO DISEASE
ConTrOL, PUBLIC HEALTH SERVICE

"I. INTRODUCTION

The basie premise underlying hearing conservation activities in the National
Center for Chronic Disease Control is that loss of hearing is primarily a health
problem and, consequently, that the medical and allied medical specialists most
concerned with the ear and hearing, the otolaryngologist’ or otologist (medical)
and audiologist (allied medical), ideally should be consulted early in the diagnosis
of the impairment and the treatment.of the patient. For reasons dealt with more
extensively later, this ideal procedure is not followed in the majority of instances
wherein a given person feels he may have a loss of hearing and, as a result, pur-
chases a hearing aid. '

The recent emergence of audiology as a discipline devoted to the science of
hearing and its measurement has been accompanied by the further evolution of
otology out of eye, ear, nose, and throat medicine to the specialty devoted to
medical and surgical diagnosis and treatment for hearing loss. In the meantime,
the hearing aid industry, which from its beginnings has not been closely related
to the field of medicine, has similarly undergone rapid growth as a commercial
enterprise. A period of great growth occurred immediately following World
War II when wartime developments in électronics became available at the same
time a large number of newly-deafened war veterans created a great demand
for hearing aids. The rapid gain in technological development, however, was not
matched by an equally rapid gain in the training and competence of the persons
selling the product. To this day the disbursement of hearing aids is primarily a
commercial venture despite attempt to vest in the salesman an aura of profes-
sionalism by such designations as terming him a “hearing aid audiologist” and
his place of business a “hearing aid center”. Relatively recently the Federal Trade
Commission (1965) revised its trade practice rules which, in part, limits such
quasi-professional designations as “Hearing Clini¢” and prohibits the use of any
symbol or statement denoting medical affiliation or connotation.

The otologist and audiologist, by and large, feel and objective appraisal, of the
sort described below, is far more desirable than the common practice of being
counseled in hearing aid use by the person who stands to gain from the sale. The
prospective purchaser is open to any and all sales influences, including those
implied when the sales person assumes a title designed to give the impression of
professionalism, further bolstered by the wearing of a white coat. The shortage of
competent professional personnel has undoubtedly contributed greatly to this
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problem. Present day clinical facilities cannot accommodate much more than 10
per cent of all persons buying a hearing aid each year. While interdependence
among the three persons most concerned with hearing aid use—the otologist, the
audiologist, and the hearing aid dealer—is no longer questioned, the extent to
which there is agreement as to each one’s role in the decision regarding use of an
aid, or the specific aid to be purchased, is another matter. (The hearing aid in-
dustry, on the whole, has rather vigorously opposed the services offered by non-
commercial audiologic clinics.) Under the most desirable conditions, a hearing
aid evaluation conducted by an audiologist either follows, or is given in conjunc-
tion with, the medical examination. The initial phase of the examination consists
of testing the patient’s hearing for pure tones throughout the total audible range;
assessing the patient’s threshold for speech reception, the point where he can
correctly identify one-half of a series of two syllable words; and measurement
of his speech discrimination, using monosyllables presented at a comfortable level
above threshold to determine the intelligibility of specific sounds in speech. The
interpretation of the test scores obtained, as they interrelate as well as how they
compare with established norms, determines whether or not the hearing aid
evaluation itself is then conducted. Ordinarily the decision as to whether or not
to proceed is based upon whether there is a hearing loss of sufficient extent to
warrant hearing aid use and whether there is a good likelihood that a hearing aid
can be used successfully. . . . ’ )

The subsequent hearing aid evaluation by an audiologist is often a comparison
of many different instruments, of known characteristics, which may be bene-
ficial to the particular patient, with the recommendation based upon which
instrument gives the best speech reception threshold and the greatest improvement
in speech discrimination. The audiologist may then recommend the purchase of
the specific aid or aids found most effective or indicate the particular character-
istics found to be most helpful with the patient selecting his own dealer for
final fitting and purchase. At no point are the otologist or audiologist involved in
the actual purchase of the aid. ) ' ’

It is generally agreed among the professional persons involved that the total
hearing aid evaluation procedure should be capable of answering the following
questions: 1. Does this person have a hearing problem and, if so, can it be cor-
rected or improved through medical treatment? 2. If medical treatment is not
indicated, does he need a hearing aid? 3. If so, can hie profitably use a hearing aid?
4. If he can, what characteristics should it have? Should it be worn on the body
or on the head ? Which ear should be fitted, or should both? What sound frequency
characteristies should it have? What loudness gain is necessary for this patient?
What maximum loudness is desirable? 5. If he cannot use an aid, what alternatives
can be recommended to help him communicate better and where might he obtain
this help? . .. .o L . .

It is the contention of our Neurological and Sensory Disease Control Program
that questions such as these can best be answered by persons whose training and
experience are such that they are qualified to do so. It is further our contention
that those persons making such decisions should have no financial interest in the
matter of hearing aid purchase. These opinions are held in the full knowledge that
any decision to make such procedures a legal requirement prior to hearing aid
purchase could not be implemented at the present time due to the lack of available
professional personnel to provide these services.

A greater recognition of the magnitude of the problem, and the directions
taken by our-Program to partially alleviate it, can best be viewed when related
to the number of potential users of these services. .

The most recent publication dealing with the extent of hearing loss in the
United States (A. Gentile, J. D. Schein, and K. Haase, “Characteristics of persons
with impaired hearing,” National Center for Health Statistics, Series 10, Num-
ber 35, April 1967) is based upon data obtained during the 196162 National
Health Survey and a follow-up study of a sample of respondents in the survey
who indicated having a hearing loss. On the basis of this information, it is
estimated that 8,000,000 adult Americans have a significant hearing loss, defined
as greater than 30 decibels in the frequencies of 500, 1000, 2000 cycles per second.
Thirty-one per cent of the people so identified have the hearing loss in one ear
only and, as such, are not generally considered potential hearing aid users and
were not considered in the overall report. All figures referred to from this pub-
lication are based upon an estimated 4,000,000 adults with bilateral hearing loss
as defined above. Above one-tenth of these purchase a hearing aid in any one year.

On the basis of these figures, the overall prevalence of significant hearing loss
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among adult Americans is 2.7 per cent. When broken down into age ranges, the
prevalence is found to be .6 per cent in persons between 17 and 45 years, 3 per
cent in ‘the range between 45 and 64, and 13.2 per cent in the range from 65
Yyears and up. Put another way, 80 per cent of all adults with bilateral hearing
loss are 45 years of age or older; 55 per cent are 65 years of age or older.

At first glance, these figures would appear to be contradictory to previously
reported estimates of 8 to 15 million Americans with hearing loss and the
Consumers Union estimate that loss of hearing with age significantly restricts 30—
50 per cent of the population over the age of sixty-five. The apparent discrep-
ancies may be accounted for by the rigorous criteria used in the Health Survey
publication.

I. THE PROBLEM

In over81mp11ﬁed form, the problem of hearing aid use by the elderly must
take into account the following considerations:

(1) The need to determine 'the type, extent, and duration of the hearing
loss.

(2) The need for assessment of the relatave effectiveness of the hearing
aid for such hearing losses.

(3) The need to evaluate the cost, maintenance, and expected lifetime of
the aid as related to individual income.

(4) The need to assure.the availability of appropriate professional per-
sonnel for assessment, treatment, hearing aid selection, and follow-up serv-
ices for optimum use of the aid. )

Type, extent, and duration of the hearing loss.—Elderly people rarely show a
“simple” loss of hearing. The majority of their losses involve some damage to
the auditory nerve as well as deficiencies in the mechanism of the ear which
relays sound to the nerve. In many instances, the problem is further compounded
by varying degrees of deterioration in the brain, leading to an additional handi-
cap in comprehension of speech. In the factors involving nerve degeneration.
beyond the middle ear, the damage is permanent and amplification of sound,
even of the selected frequencies most involved, will not restore function. In con-
trast to the majority- of children with impaired hearing, whose problem is pri-
marily in the mechanical conduction of sound through the middle ear, the elderly
person is much less likely to obtain satisfaction from a hearing aid even though
he is more likely to feel and express a need for the help such an instrument may
provide.

Assessment of hearing aid need and effectiveness.—Unfortunately, based upon
the National Center for Health ‘Statistics study, the elderly person is in the
grounp least likely to have had an otologic-audiologic examination before pur-
chasing an aid.

Sixty-six per cent of hearing aid.users in all age groups reported in the study
had prior medical. evaluation compared to only 34 per cent of those in 'the
group over 65 yvears of age. ‘In addition, 529 per .cent of the latter group
reported never having had an audiometric examination prior to hearing aid
purchase.

In all age ranges the person ‘with thé more severe loss of hearing was more
likely to have had a medical examination prior to hearing aid purchase and
expressed a greater degree of satisfaction in its use—not solely because of
the advantage of medical consultation, but also because he is far more de-
pendent upon what little hearing he does have. The person with the less severe
loss has generally incurred ‘it later in life and is generally less satisfied because
he expects a closer approximation of what he believes his hearing was pre-
viously. In the total sample reported, 20.6 per cent report the onset of the
hearing loss as being prior to the age of 17: in the over 65 group, only 6.2
per cent indicated the onset prior to the age of 17. )

As would therefore be expected, persons with less severe losses of hearing
comprise the bulk of persons who either decline to purchase an aid or discon-
tinue its use. Approximatley 22 per cent of the respondents in the National
Center for Health Statistics report were currently using hearing aids even
though they would all be considered ‘“potential” users on the basis of extent
of hearing loss. Six per cent were former users and 70 per cent had never been
hearing aid users. (No responses were obtained from the remaining 2 per cent.)

Hearing aid costs and individual income.—In common with other chronic
disease conditions, the prevalence of bilateral hearing loss is greater in lower-
income groups. In the lowest income group (less than $2,000 family income
per year) reported fin the National Center for Health Statistics study there
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is a large proportion of persons over 65 years of age. There is also a larger
proportion of former hearing aid users in this income group indicating a larger
number who are dissatisfied with the aid after it has been purchased.

Approximately 55 per cent of the study population have family ‘incomes of
less than $4,000, reflecting, in large part, the high proportion of elderly people
in the group. Insofar as expense associated with a hearing aid is concerned,
it must be borne in mind that the initial investment is but a portion of the
total expense.

A recent report on hearing aids by the Consumers Union estimated between
300 and 400 models of hearing aids were currently available. (*“Hearing Aids,”
reprint of an article originally published in the January 1966 issue of Con-
sumer Reports, Mt. Vernon, New York.)' The report itself gives the results
obtained from 40 single ear models with comparatively equal “flat” frequency
responsés. Thirty-seven of the 40 models ranged in price from $129.50 to $389.50.
Of these, four ranged between $100 and $200, ten between $200 and $300 and

twenty-three over $300. Two of the three models below $100 were rated as
“best buys” on the basis of quality control and overal performances. The
third was judged to be “not acceptable”.

The most comprehensive figures available on cost and pricing practices in
the industry are still those contained in the Kefauver Committee report (‘“Prices
of Hearing Aids”"—Hearings before the Subcommittee on Antitrust and Monop-
-oly. 87th Congress, 1962) which are based on figures obtained in 1961. The
Committee reviewed the suggested retail prices of the least expensive and most
expensive monaural (single ear) hearing aid from each of 11 major manufac-
turers. The suggested retail price on the least expensive aid was $50 from
one manufacturer and ranged upward to $281.75 as the least expensive aid from
another company. The most expensive monaural aid ranged in price from $285
to $369.50. The cost of binaural (both ears) fitting dis approximately twice
that of the monaural. Generally speaking, the more desirable a hearing aid is,
from a cosmetic standpoint, the more expensive it is to purchase. The four in-
the-ear types tested by Consumers Union, for example, ranged from $325 to
$349.50. -

The initial cost of the hearing aid does not represent the entire expenditure
to be expected. In addition to routine maintenance and repair, there is rapid
depreciation on the-instrument; we have no figures to contradict the generally
‘accepted average life figure for a hearing aid of three years. Given a normal
life expectancy, a person fitted as a child could expect to purchase from 20 to
25 new hearing aids in the course of his lifetime along with the necessary
cords, repairs, insurance, etc. Batteries, of course, are a continual expense as
-well. Consumers Union reported estimates of battery life, in hours, of from 14
-to 120 hours with an average range of 10-hour operating costs of from 1.5¢ to 75¢.

Availability of professional persomnel.—The major problem in achieving the
preferred system of hearing aid selection on the basis of competent professional
adwice, is' the:shortdgeiof ‘adéquatély ‘trained ‘persons to provide the service. Of
the 15,000 members of the American Speech and Hearing Association, less than
2,000 hold, or have registered their academic qualifications for, the Certificate
of Clinical Competence in Audiology. If the estimate that 5 per cent of our
overall population are in need of speech and hearing services is an accurate
one, a ratio of one speech pathologist and one audiologist to each 50,000 people
means we need 40,000 trained persons working in the field at the present time.
The more conservative estimate of 3 per cent of the population in need of these
services will necessitate 27,000 in active work by 1970.

The need for otolaryngologists is similarly acute. At the present time, the
American Academy of Ophthalmology and Otolaryngology lists 4,900 board-
certified otolaryngologists. An additional 10,000 are needed at the present time
and an ideal ratio of physician to population of 1:20,000 appears to be com-
pletely unattainable in the foreseeable future.

Approximately ten years ago, the first large-scale Government program aimed
at relieving the acute shortage of speech pathologists and audiologists was
initiated through the training activities within the Voeational Rehabilitation
Administration. This has been followed by similar activities in other agencies
such as the Office of Education, The National Institutes of Health, and our own
Program within the National Center for Chronic Disease Control. Each of these
training activities has been mission-oriented and, in the case of our Program, that
mission has been the training of speech pathologists with a vocational objective
of working in a clinical setting—as opposed to a research-academic or public
school environment. In addition to grants awarded to training institutions for

1 See app. 1, p. 235.
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training purposes (in which the project director selects which students are
-appropriate for which sources of support) the Program also supports individual
‘traineeships, the students being selected by the Program. Since the review and
-award of such applications is under the direct control of this Program, it would
‘be expected that a higher proportion of these students would be those most
likely to enter a position of the type described and of particular pertinence to the
present Hearings—that of a clinician involved in direct services to persons
‘within a medicaly oriented facility. A recent assessment of 208 students sup-
ported by the Program under individual traineeships revealed that.approxi-
mately one-third of them, known to have completed their training and actively
working in the field, were employed in the type of setting for which they were
trained. The remainder help positions in university programs or clinies, public
;schools, administrative offices, ete.

‘While no one would argue that trained personnel entering administrative,
school, or research and academic settings are not making a contribution to
patient care of the elderly, the relatively small percentage of graduates serving
such needs make it all the more apparent that training activities alone are not the
‘final answer to the problem. This is true even without calling attention to the
fact that the majority of students receiving the training would not be working
primarily- with the adult hearing impaired since the training activities cover
‘both speech and hearing disorders throughout the entire age range. In addition
‘to making more personnel available, it is clear that better use of available per-
‘sonnel, the training of non-professional aides, new systems for delivery of serv-
ices, and development of new technology and instruments are equally essential
if we are to achieve anything near the goals we have set.

III. NEW ACTIVITIES WITHIN THE NATIONAL CENTER FOR CHRONIC DISEASE CONTROL

Within the National Center for Chronic Disease Control, the Neurological
:and Sensory Disease Control Program is actively engaged in activities related to
‘the problem before this Committee. In addition to continuing training activities
‘described above, the primary functions of this Program are those of planning,
«developing, field testing, and evaluating preventive and control measures for
‘neurological and sensory disease.

‘With particular reference to 1mpa1rment of hearing, the Program attempts to
‘prevent hearing loss where possible and to reduce the effect of handicapping con-
ditions which result from hearing losses which are not preventable. :

While the more severely handicapping hearing losses among older adults are
‘the result of damage to the auditory nerve, a great many are further compli-

-cated by additional impairment in the sound conduction. structures of the ear.

It has been estimated that 50 per cent of adult hearing problems have a con-
ductive component resulting from disease in childhood, primarily as a result of
-chronic infections of the middle ear (otitis media). If the problems associated
with hearing aid usage by the elderly are to be reduced, proposed solutions must
‘include activities directed toward prevention and control of hearing loss in
-children. For this reason, Program activities have focused upon two major
-causes of hearing loss, representing both ends of the age spectrum otitis media
and presbycusis (loss of hearing with aging).

-A. Hearing loss in children

Otitis media is the single largest cause of hearing impairment in children.
A recent study indicated 15 per cent of a large number of school children
examined showed evidences of current or previous middle ear disease of varying
severity. (E. Bagles, et al., “Hearing sengitivity and related factors in children.”
The Laryngoscope, 1963). While antibiotics were once felt to be the final solution
to the problem, this obviously has not been the case. In some groups of American
children the incidence is known to be as high as 60 per cent of the children
before the age of three (Alaskan Eskimo), 50 per cent of the children by the
age of five (Hawaii, American Samoa), with other high-risk groups, primarily
American Indian, ranging between 30 per cent and 40 per cent in many widely
separated groups.

1. Prevention.—As indicated previously, Program emphasis on prevention is
two-fold; 1) preventlon of disease and 2) prevention of the serious handicapping
effects in chlldren in whom the disease was not preventable.

Program field investigations are currently underway to identify high-risk and
low-risk sub-groups of children for later intensive study of such variables as
race, climate, geography, socio-economic gtatus, seasonal variation in occur-
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rence, ete. In the belief that knowledge about prevention may be more obtain-
able in areas where the prevalence is high and in which prior research and
medical records over a period of years provides a fertile base for such investi-
gations, efforts to date have been focused on Navajo and Native Alaskan
(Bskimo, Indian, and Aleut) children with similar investigations being explored
for the near future in Hawaii, American Samoa, urban slum areas, migrant labor
camps, etc. .

2. Control Through Technical Development—Investigations directed at con-
trol of the handicapping effects of such conditions are dependent upon detecting
disease before it can cause major damage. Since most of the serious episodes of
otitis media occur very early in life and can affect language development and
learning potential, we must revise downward our concepts of “early detection”
from the preschool level to infancy and devise the means by which the earliest
possible detection may be achieved. Most hearing screening programs begin in
kindergarten or first grade; by this time the child with a hearing loss from
otitis media may have had the loss for three or four years, during the most
critical period for the learning of language, which may result in academic and
social retardation far beyond that which we have previously suspected might
have been possible. In addition, we know that the earlier a child is fitted with a
hearing aid the better his acceptance of the aid will be and the more benefit
will be derived from it.

The difficulty in implementing early detection and treatment is often made
even more difficult by virtue of the fact that a large number of high-risk children
live in slum areas or in sparsely populated areas where medical and allied medi-
cal facilities are not always conveniently located. Even when close at hand, the
medical facility usually does not have the capability of assuring that the child
with otitis media will be detected early nor does it have the staff to evaluate
hearing for hearing aid use once the condition has been detected and treated.
This shortage of fully trained personnel further emphasizes the need for research
into other systems for delivery of such services. Present procedures, which often
involve transporting the child considerable distances for treatment and evalua-
tion, are quite costly and present evidence would indicate that once the hearing
aid has been obtained it is soon discarded if there are insufficient provisions for
follow-up care and instruction in its use and maintenance. Field investigations
currently awaiting approval will study the efficacy of using nonprofessionally
trained personnel to deliver needed services. A related investigation is already
underway to assess reasons for hearing aid rejection by children, develop the nec-
essary technigues to lessen such rejection, and evaluate procedures by which the
effects of early hearing deprivation might be more rapidly and more completely
alleviated.

A companion research project to those outlined above has been written for sub-
mission under the provisions of Public Law 480. This study will evaluate the
merits of a home training program for deaf infants in Israel. The results of this
study will be of considerable importance in the management of such children with-
in our own country.

The determination of hearing acuity in a child too young to give an overt re-
sponse becomes an evermore serious problem as we move in the direction of ever
earlier detection. The program has recently awarded a contract to the University
of Colorado Medical Center to validate electroencephalographic audiometry as a
clinically-useful tool. By processing brain waves through a special purpose com-
puter, the infant’s hearing level can be quickly and accurately determined. Such
validation is obviously a necessity if the goal of the earliest possible detection of
a hearing loss is to be achieved.

A companion study, evaluating screening procedures with newborns, is cur-
rently underway in Israel, again utilizing Public Law 480 funds. This investiga-
tion, which does not involve electroencephalography, will determine the efficacy
of identifying congenitally deaf children as soon as possible after birth.

B. Hearing loss in adulis

1. Prevention.—In urban areas of the world, presbycusis—the loss of hearing
with age—is commonplace to the point of being an expected phenomenon. The
contributory effect of noise as a cause for such hearing loss is becoming in-
creasingly well-documented. A National Conference on Noise as a Public Health
Hazard was recently held under the co-sponsorship of the National Center for
Chronic Disease Control and the National Center for Urban and Industrial
Health for the purpose of synthesizing existing knowledge on the subject and
making recommendations for future action to prevent loss of hearing.
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In addition to the direct effects of noise on hearing, recent research findings
indicate an interrelationship among such factors as the absence of noise in the
environment, low-fat diet, low incidence of coronary heart disease, and excep-
tional hearing acuity in persons of advanced age. Other research, from a noise-free
environment in rural India, reports similarly acuite hearing well into old age
along with a remarkably low incidence of coronary heart disease among a group
whose diet is predominantly saturated fat. A research project to be-conducted
among these people, under Public Law 480, is being developed at the present
time for support as funds become available.

In the meantime, relatively isolated groups are available for study under
domestic research activities which have considerable merit for such in-
vestigation. The Eskimo, for example, is known to have a diet very low in satu-
rated fat and has similarly low incidence of coronary heart disease. The lack
of noise in his usunal environment would further lead to speculation regarding his
hearing acuity in old age. Similar investigations are seen to be desirable among
the Navajo and the Polynesians for application of the resultant knowledge to
hearing conservation activities among all our people.

2. Control Through Technical Development.—A recent investigation supported
by our Program found that of an entire sample of andiometers in current use in
North Carolina were in unsatisfactory calibration in various clinics, hospitals,
public schools. and professional offices. Findings such as this, which have obvious
relevance to the problem of hearing aid use by the elderly, call for immediate
action since they cast suspicion on every hearing conservation program in the
country. The findings of this study are being widely circulated in order to call
attention to the need for continual checking of calibration of audiometers and
the need for a machine which would be essentially “self-calibrating.” In addition
to extending the North Carolina study an additional 18 months to determine how
long an instrument, once correctly calibrated, will remain in calibration, the Pro-
gram is determining the feasibility of designing an instrument which -would, in
effect, call attention to any state of discalibration whch might develop and
would, in addition, have the capability for on-the-spot calibration by the operator,
thereby doing away with the expensive and time-consuming alternatives available
now.

Two other instruments are also in the planning stages and will be of excep-
tional importance to the problem before us. The first is a semi-automated
speech audiometer which will improve tremendously the speed and precision with
which the hard of hearing can obtain sound advice on the selection of a hearing
aid. The present-day hearing aid selection requires a great deal of the time of a
highly trained clinical audiologist to obtain basic information upon which to
make his eventual judgment on potential hearing aid use. The machine would be
located in a2 multiphasic screening center and operated by a technician who would
instruct the patient in the required tasks; the audiometer itself would determine
the levels of presentation of the speech test materials, evaluate the responses, and
indicate one of three conclusions: 1) the patient’s hearing acuity is sufficient so
that a hearing aid is not indicated ; 2) the patient’s hearing acuity is not within
normal limits and he should be referred for comprehensive otologic and audiologic
examination ; or 3) the patient’s hearing acuity is not within normal limits but
analysis of the responses does not indicate that sufficient improvement can be
obtained from a hearing aid to merit its purchase. Through the procedure out-
lined, substantially more persons could be screened for hearing aid use than is
possible at the present time and the time of the otologist and audiologist would
be conserved for those most in need of their services. Ideally, of course, only
those persons found needing an aid and capable of being helped by it should
purchase one.

The characteristics of a hearing aid suitable for a given individual would be
determined by the third instrument under consideration—a “master hearing
aid.” Many hearing aid dealers are rightfully concerned with the massive in-
ventories of their instruments which they must maintain at a number of non-
commercial hearing centers. Similarly, the clinical audiologist is never sure, with-
out resorting to very time consuming procedures, that the hearing aid he is trying
on his patient will, within limits, resemble an equivalent model from the dealer’s
stock even though they are presumed to have the “same’” operating characteristics.
The master hearing aid would allow for immediate and continuing control over
the critical characteristics for any given hearing aid—overall acoustic output
and spectrum, frequency range, peak output, etc.—resulting in a fitting more
closely resembling a “preseription” for the aid to be purchased.
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At the present time, the determination of whether or not a patient will or will
not be a good candidate for hearing aid use is made on the basis of test scores,
clinical judgment, and the patient’s own impressions regarding “comfort” and
“clarity.” In order for the instruments described above to be made most useful,
more information of a prognostic nature must be obtained regarding improvement
of aided over unaided hearing, audiometric pattern, analysis of speech errors,
etc. In addition, assessment of programs for follow-up services in hearing aid
orientation, maintenance, and overall assistance in usage must be made if the
best possible-total program of service for the elderly hearing impaired person is
to result. Joint planning efforts between the Administration on Aging and our
Program to obtain such information have been underway for several months and
the first research protocol for these activities has been outlined. Implementation
of the findings from the proposed study are anticipated in a variety of community
settings provided services to the elderly hearing impaired as soon as they are
available.

SUMMARY

In general, the following statements are seen to apply in the case of the elderly
person with a loss of hearing :

1. He comprises a greater percentage of the total number of hearing impaired
than any other age group.

2. His hearing loss, though acquired later, is of the type that is less remediable
by medical treatment or hearing aid use and is more difficult for him to adjust to.

3. He has a progressively greater difficulty in communicating with his family
and friends at the same time that he has a greater need for such communication.

4. Even though he is likely to receive more value from the evaluations of an
otologist and an audiologist, regarding his potential for hearing aid use, he is
less likely to seek out such help and more likely to purchase an aid unadvised.

5. He is more likely to be a hearing aid purchaser even though he is in the
income group least likely to afford it. He will discover, probably to his sorrow,
that he will be unable to purchase a used hearing aid from the dealer.

6. He is more likely to be a hearing aid purchaser who will, by the nature of
his disorder, be least satisfied with it, use it less, and more likely to discontinue
its use entirely.

In recognition of these problems, the National Center for Chronic Disease
Control has related a great deal of its efforts in neurological and sensory disease
activities around the hearing 1mpa1red Program activities of direct pertinence to
the problem include:

1. Professional training of clinical audiologists who are service-oriented to be
available to this, and other, age groups needing such services.

2. Applied research activities into the nature and cause of such early
hearing debilitating conditions as otitis media in children in order to prevent
Jhandicapping conditions which may last a lifetime.

3. Clinical research into relationships among hearing as a functwn of age and
variables which may contribute to its decline. .

4. Investigations into the effects of noise on hearing, followm" the recom-
mendations resulting from the National Conference on Noise as a Pubhc Health
Hazard.

5. Field investigations of new and improved methods for delivery. of services
to the hearing impaired.

6. Evaluation of existing instruments used to determine hearing acuity.

7. Development and evaluation of new instruments to assess hearing more
accurately with less margin for instrument and operator error.

8. Development and evaluation of new instruments and systems for use in
multiphasic health screening centers for persons over the age of 50 which
will determine those who may be candidates for medical treatment, hearing aid
use, or both—at a saving of scarce professional time while at the same time
serving more people in need of such services.

Dr. Josepr Stewart. I should emphasize at the beginning that the
problems associated with hearing-aid use is particular are somewhat
controversial and that some of my remarks should not then be con-
strued to be either Department of Health, Education, and Welfare or
Public Health Service policy.

If you will bear with me for just a moment, I would like to indicate
some of the problems associated with hearing loss by illustrating them
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on the standard audiogram form, which is more or less a map of two of’
the major dimensions of hearing going from this direction here [indi-
cating], the pitch dimension, from low pitch to high, and from this
dimension here to here [indicating], from soft intensity to loud.

Theoretically, most young adults have hearing in this range here
[indicating]. I have a tape here which is a simulation of varying degrees
of hearing loss; the first set of examples being hearing loss in the Ioud-
ness function only ; the second set of examples being loss in the pitch
dimension only; and then I will try to elaborate for a moment as to
what this means insofar as hearing loss and hearing aid usage are
concerned.

No. 1. Composite audiogram comparing normal hearing with varying losses of
loudness function only.
0-0-0 normal hearing
X—X-:z_I 20 dB hearing loss
V-V-v 30 dB hearing loss
A-A-A 40 dB hearing loss
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No 2. Composite audiogram' depicting varying losses of pitch function only.
0-0-0 hearing loss above 2000 cycles
X-X-X _ hearingloss above 1000 cycles
A-A-A _hearing loss above 500 cycles

No. 3. Audiogram of hearing loss of a type often seen in older person, indicating
some loss of both pitch and loudness functions. - ’
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(At this point a tape was played.)

REecorpED VoIcE. No one can listen with another’s ears but these
examples are a relatively accurate representation of the way an indi-
vidual with impaired hearing hears.

This tape was prepared by the Research Center, Subcommittee on
Noise in Industry.

Dr. Josepr StEwart. You will notice from that brief section of the
tape that, even though the speech got progressively softer and more
difficult to hear, it did not lose anytlfxing in 1ts intelligibility ; the only
thing that was affected there was the loudness.

Now, the next section will be a little different.

(At this point the tape was played.)

Dr. Josepa Stewarr. Unfortunately, this later tape shows the type
of hearing loss most associated with elderly people and, even to make
it more complex, very often they will have a combination of both
impairment of the loudness function and the pitch function. With
aging there is often also some cortical deterioration which further
adds to the distortion.

This will also give some idea why the elderly person who buys a
hearing aid which may not be ideally suited to his loss will not use
it if all the hearing aid does is make the sound louder.

The technological gains that have been made through the industry,
itself, in recent_years have been extraordinary, as these instruments
will show. . ‘

Through the courtesy of the Smithsonian, we have some older
hearing devices, the first being an old-style hearing trumpet with the
bamboo earpiece which was held up to the ear and then the person
would speak to you in here. You still see this in some of the cartoons
and so forth ; you very seldom see one in actual use.

Probably its greatest effect was merely to have the person who was
speaking to the hard-of-hearing person talk louder. There is some-
thing in seeing a device like this that tends to make most of us speak up.

A more recent development which is somewhat of an improvement
is this type of speaking tube here. It has a little more flexibility ; you
don’t have the danger of it being run into your skull and, of course,
you can orient it to whom you want to listen.

Actually, the tube on this has been replaced not too awfully long -
ago, 50 I would suppose it has been used up until relatively recently.
The Smithsonian has a tag on here saying $7.50. I don’t know whether
they would take that for it or if that is what it will cost, but it will give
you the idea of comparative cost if this is what it cost.

b ]Se;mtor Cruurca. Did these earlier devices, Dr. Stewart, actually
elp?

Dr. Josepr StEWART. To 2 certain extent. They will amplify. Again,
the problem that you have with this is they will amplify the tones
which are generally lower. While this made speech louder, it probably
didn’t make it much clearer for most of them.

A little later on we have one of the first examples of the effect of
cosmetic decorations on an aid. Mr. Oriol has referred to this as the
“cocktail party model”; tortoise shell with a little grated grille here.
It still gives some amplification. - : : : :

I want to see which one of these was coming up next.
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This is an earlier type of electrical instrument, and this again 1is,
I think, a better illustration of why miniaturization is a good thing,
as it were.

This device with a separate microphone here, additional powerpack
here, and then the conduction unit here requires quite a bit of wiring
on the body. As you can see, this would not be very comfortable but
if your hearing was much impaired it would be useful.

Senator CrUrcH. This was one of the earlier electrical models?

Dr. JosEpH STEWART. Yes.

- Senator CuurcH. Do you have the date on that?

Dr. Joseru StEWART. No. I presume this would be the early 1920’s
but this one does not happen to be dated and I simply don’t know.

I think another point of comparison of interest might be to com-
pare the-battery size. This is what it took to power this aid; this, as
compared to this to power thisnew aid.

In 1927, we ‘had this instrument which again does very little to
conceal the fact that the wearer is hard of hearing. It has an on-off
switch which is almost as big as the one you have in your home. It
requires the separate battery pack as these indicate with the micro-
phone amplifier here. -

It was not until after the Second World War, however, that we
saw -the real gains in miniaturization in both aids and batteries. This
instrument, which caine out about 1946 or 1948, was a self-contained
unit; it was one of the earlier ones without a separate battery pack.

It is still a body-worn instrument with the external receiver and
so forth. It took two batteries here.

INNOVATIONS IN THE FIFTIES

In about the middle 1950’s, we had the first of the on-the-head aids
by means of the eyeglass, this being the model instrument to show
the components and the use to which they are put in the temple bar of
the eyeglass and a new model which I will show you for comparison.
Here is a new eyeglass model which shows you the comparative size
changes even in the past 10 or 12 years. These new instruments were
loaned to me by the Audiotone Co., for this demonstration.

In addition to the greater comfort and convenience of having an
aid that is' worn .on the head, there is also, of course, the cosmetic
feature which helps to sell these behind-the-ear instruments. Again,
this fits right behind the ear; it has a tube leading from this end
here which goes into the ear. 1t is worn on the head. It does give the
wearer a better sense of the orientation of the sound around him than
the aid which is placed in the middle of the body as in this body model.

This takes the battery. This is essentially a more powerful model
of the same type of aid. Then the most powerful which has to go to the
external receiver which again is a disadvantage as far as many peo-
ple are concerned because of the obviousness of it, but to give you the
power so that you can get the aid off your chest and on to the head it is
probably well worth it to most users.

Senator CaUrcH. Doctor, will this miniature aid, today’s model, do,

as much in amplification of sound as the glasses will? - ,
__Dr. Josern STEwWART. Yes; an aid such as this one, particularly, can,
if properly matched with receiver and so forth, give you just as much
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and more power—they have increased it a good deal. I think the gentle-
men from the industry can give you precise figures as to how much but
we have even been using aids like this on deaf children with good
results.

Senator Carrsox. Doctor, has not the real development been in power
more than in modification of equipment design ?

Dr. Joserr Stewart. I would have to say it is a gain in both di-
mensions. The miniaturization to be able to handle the power and
certainly to get the power in these silver oxide batteries is remark-
able, I think. This battery, by the way, to give you an idea of cost—
because the cost of the aid, itself, of course, is not the total expense—
this battery is purchased over the counter for 45 cents and it has a life
of about 2 days, assuming you wear it 15 to 16 hours per day.

So, this is not an insubstantial amount of money as far as the main-
tenance of the instrument is concerned.

Gains such as this are not limited to the hearing aids, themselves.
Happily, since solid state electronics and so forth, we have the same
sort, of improvements coming up in the audiometers. :

As recently as last week, I saw reference to a device which looks like
it will do almost what the master hearing aid reported in the testi-
mony is to do and is already commercially available, limited numbers;
this was designed by the HEAR Foundation in Los Angeles, which
is one of the facilities for training deaf and hard-of-hearing children.

Senator Carrson. Doctor, you mentioned this battery might last 2
days with continuous use. How long would it last with the use
normally made by wearers of hearing aids? '

Dr. Josepu Stewart. Again, if you have dependence on your hear-
ing aid, you will probably be using it most of the day in which you
are at least either conversing with other people, listening to the radio
or television and so forth. I based my estimate on a 15-hour day. Cut
}it down to get 4 days, depending on use. This, again, is an average

re.

quf the hearing aid wearer prefers more power than the average it
was based on, it will last a shorter time; if less, substantially longer.

Senator Fong. Doctor, will you describe these instrumentations as
just amplification machines? , ‘

‘Dr. Joserr Stewart, No; I think that is a term that you hear a
great deal: “After all, the hearing aid is just an amplifier.” This is
not entirely correct. It basically is an amplifier, yes, but it does have
selected amplification characteristics that, as we go along will, I hope,
help to correct the person’s area of greatest loss. .

A straight flat amplifier would raise the lower tones, as I played on
the tape a while ago; it does nothing to raise the higher tones. Custom-
fit to the individual ear, bringing in the high while suppressing the
low, it is a selective amplifier. T

Senator Fonc. You say most of these machines have the dual
purpose ? .

Dr. Josepr StEwarT. Most of these small ones have already been
set to amplify the higher frequencies. This could not be changed unless
it was sent back to the factory, rather than the flat, straight amplifica-
tion type. ' : g

Senator Crurca. Doctor, are you saying then that before a person
purchases a hearing aid he should have a competent examination made
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of his hearing defects and then receive a prescription which would
indicate to him or to his supplier what kind of aid his particular case
calls for?

Dr. JosepH STEWART. Yes.

Senator CrurcHILL. Is it possible to secure from the market specially
adjusted aids that are directed toward these individual problems?

Dr. JosepH STEWART. Yes.

Again, from the standpoint of the Public Health Service, and I
speak as a Public Health Service employee, hearing loss is primarily
a medical problem so that the medical condition should be ruled out be-
fore anything else is done.

We then prefer that the patient be referred to an audiologist. He
is then evaluated to see not only if he needs a hearing aid, and this
is the first condition, but, secondly, can he successfully use one and, if
so, what characteristics should this aid have, which ear:should it go
to, should it be on both ears, what should be its power outputs, what
frequencies should be selectively amplified and so forth.

To answer the second part of your question, these instruments here
have all been individually checked out for their characteristics; they
are within a range of frequency adjustment available by this manu-
facturer. They have five standard frequency patterns, as.it were, to
fit, let’s say, a majority of losses but these can be individually molded
or individually tailored to be a little bit more specific.

The term “prescription” is a little misleading in that it requires a
little more precision than we have in hearing aids right now, but at
any rate the physician or audiologist would write out a recommenda-
tion or a specification for the hearing instrument.

Dr. WiLLiam Stewart. I might say that prescription may go be-
yond just the hearing aid; it may be for surgery or combination of
them, so it emphasizes the diagnostic critical stage. e

Senator Caurcu. To what extent is there available on the market
aids that are adaptable to individual cases?

Dr. Josepu StEwarT. It is my impression that there are some com-
panies which put out the majority of their aids on this individually
based system and there are others who put out numbers of aids
which follow a particular configuration which may resemble these two
figures [indicating Pitch 4 and 5 of the graph on page 28].

This will give you an idea graphically of the different types of
standard output with the higher frequency being here on the chart,
with intensity going in the opposite direction, so you can say there is
quite a bit of variation even in the standard settings.

Senator Fong. Doctor, everyone has two ears like everyone has two
eyes: One eye may be a little better and one ear may probably not be
as good as the other. Do you prescribe hearing aids for two ears
binaurally as you prescribe graphically for two eyes?

Dr. Josepr StEwarT. Yes. I would say the trend is in this direc-
tion of fitting because, particularly with the elderly, many of them
have a different extent of loss in each ear. The difficulty with the
binaural testing is that audiologists like myself frankly do not have
sufficiently sophisticated tests that will differentiate this factor for us
now. Very often we will say, “I can only prove on the basis of the
test that an aid will only help you in one ear.”

98~912—68——3
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SELECTING PROPER PITCH...
thru AURICON pitch control

These graphs illustrate the curve of frequency re-
sponse produced by each of the 5 Pitches built into
the AURICON. Regardless of sound pressure
employed, each Pitch (1 through 5) will maintain its
individual pattern throughout the amplification range
of the AURICON instrument.
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Yet, the person may be totally satisfied with binaural fitting and
will not have anything else. So, there is bound to be something here
we are missing in our testing ; there is a great deal of subjective quality
that this gives the person using the aid which has to be accounted for.

Senator Fone. So, your research has not yet come to the point
where you can really prescribe?

Dr. Joseru STEWART. Not to my satisfaction; no. I will go a little
further. I will say that when I was in the clinic we almost routinely
recommended binaural aids for children, even though we were not
definitely able to determine that fitting both ears was really helpful
to them. Over the long haul, I think the device was substantiated
by their improved speech development.

Senator CrURCH. Doctor, don’t most people who use hearing aids
confine the aid to one ear?

Dr. Josepr SteEwarr. I would say in the past the majority have
been fitted to one ear. I don’t know whether this is the better ear
being fitted, whether it is a matter of economics, or, until recently,
the lack of availability of a binaural instrument. For whatever rea-
son, with the binauraf you merely have the audio on both sides. It
doubles your cost, essentially, but to get the best hearing this is often
necessary.

I think that by going through these instruments here you can see
the sorts of gains that %ave been made from the technological stand-
point and I hope that this is also an indication of one reason why
the cost of the aid is possibly as high as it is.

To go from this sort of thing to this takes money and it is bound
to be passed on to the consumer. So, a lot of the argument about
hearing-aid cost, I think, has to be viewed in this respect.

(The chairman, in a letter written shortly after the hearing, ad-
dressed several questions to the witness. Questions and replies and
additional information follow:) - ' :

Question 1. In your statement, you said: “The hearing aid industry, on the
whole, has rather vigorously opposed the services offered by moncommercial
audi;)logy clinics.” How has this opposition been expressed? What has been the
result?

Answer. The opposition on the part of industry and the dealers is largely the
result of at least three factors: 1) there is an economic threat to the dealer
inherent in this procedure since the noncommercial clinic is more likely to be
pessimistic regarding the chances for successful hearing aid use by some of the
patients seen there; the dispenser has long complaind that audiometric test
results are not entirely reliable predictors for hearing aid use while the audiol-
ogist maintains that without his services an even larger number of persons for
whom a hearing aid is inappropriate would still be sold to them. 2) there is also
a threat to the dealer’s personal identity under this system; many dealers com--
plain that they do not like being relegated to the role of someone who merely
“fills a prescription,” particularly since no audiologist can know the dispenser’s
line of instruments as well as he, himself, does. (The only time that this assump-
tion has been tested, to my knowledge, was in the assessment of the first year of
operation of the Oregon hearing aid dispensers law. The finding was that the
dealers and salesmen were not nearly as familiar with their own products as
had been commonly supposed.) 3) ‘the third major objective, and the one that
has the most validity, in my opinion, is that the dealer and/or his. company
have to invest a considerable amount in providing hearing aids on consignment
to the various clinics which request them for evaluation purposes. The amount
thus tied up in such inventories has been estimated, probably with reasonable
accuracy, at one billion dollars for the country as a whole, Dealers often com-
plain that they have more tied up in such an inventory than they receive back
in sales resulting from referrals from the clinic using the consignment aids.




Opposition to this procedure has been expressed in a number of ways. The
most common and consistent opposition is seen in the continuing number of
articles on the subject published in the various trade journals and in the
speeches on the topic at hearing aid industry conventions. The net result of
such restatements of the problem does not seem to have resulted in much more
than a continual aggravation of the condition.

A second form of opposition, which has not been employed nationally to my
knowledge, is that of trying to subvert the hearing center’s services through a
third person, very often an otologist. This has ranged from such statements that
the hearing center services are a form of “socialized medicine’”’ to the distortion
of audiologic research results which are interpreted to mean that ‘“audiologists
admit that this is a worthless service.” The intent of this sort of opposition would
appear to be that of breaking down the referral of patients from the otologist
to the audiologist in favor of direct referral from otologist to hearing aid dealer.

WITHDRAWAL OF CONSIGNMENT AIDS

A third form of opposition is to take a presumed case against the noncom-
mercial clinic to the public and, at the same time, withdraw consignment aids
from the clinic so that comparative evaluations of instruments cannot be made.
This form of opposition has included newspaper advertisements stating that
hearing center procedures are a “violation of the free enterprise system” and are
useless, presumably being maintained solely to bilk the hard of hearing. When
this form of opposition was directed at my own clinical program, several years
ago, it was accompanied by an attempt on the part of the local hearing aid dealers
organization to require all their members to remove their aids from all the non-
commercial clinics. When this effort failed, due in large part to the refusal of
several manufacturers to allow their aids to be removed, an attempt was made to
create a “news story” that the independent clinics were receiving ‘“kickbacks”
from local otologists. This attempt failed when the newspapers involved insisted
upon knowing the identity of the persons serving as sources for the story. The
net result of these efforts, supported in some instances by manufacturers, was the
capitulation of the hearing aid dealers organization and the re-establishment of
the procedure for those dealers who again wished to participate.

The overall result of this opposition has been one of little change in the
procedure but of great change in awareness on 'the part of many audiologists for
the reasons for dealer opposition. A number of clinics have changed their pro-
cedures substantially, such as by not using consignment aids in the evaluation
procedure, but the number of new clinical facilities being established has prob-
ably more than offset the gain to the dealer in this regard. No real solution to the
problem has been achieved at this time and, while calling for its development for
a number of years, the industry’s failure to develop a “master hearing aid” to
replace consignment hearing aids may indicate that the problem of inventory is
not so severe as has been claimed.

Question 2. You call for “development of new technology and instruments.”
I would like to have additional discussion of this point. Do you, for example,
foresee technological breakthrough in hearing aid manufacture and performance?
Is your “self-calibrating” audiometer nearly operational? 18 your “master hear-
ing aid”’ in use?

Answer. The call for new technology and instruments in the statement is much
broader than a reading of it in context would indicate. The need exists for both
research and clinical instrumentation; there is a great deal of research from
such areas as neurophysiology, for example, which has not yet had clinical
application, partly because of this lack. One such set of findings, which pertain
to the effects of deprivation on the auditory system and the effects of competing
sensory stimuli, is of particular significance here. Needed are instruments which
can measure the strength of the auditory and visunal signal within the nervous
system when the child is being simultaneously stimulated through both senses.
Provocative research findings now indicate that our procedure of stressing lip
reading for the hearing impaired child may, due to sensory competition, further
inhibit his use of the residual hearing which remains; in effect, we may be adding
a second hearing loss to the first. (Even though such uses would be applied only
for children, they particularly apply to those with a severe, congenital loss of
hearing—those children whose lifetime of communicative and educational deficit
can only be estimated in rather astronomical figures and who, when they become
elderly, will present whole new sets of problems to society. Are special facilities
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needed, for example, for those elderly deaf whose only method of communication
may be finger spelling?)

We also need to develop new theoretical approaches to the diagnosis of hearing
disorders and the instrumentation which will have to accompany these changes.
Being a young field, audiology bhas borrowed most of its test techniques and
materials from other fields. More and more, our research is indicating a thorough
reassessment of present test procedures may be in order. It may be more realistic,
for example, to use bursts of noise (rather than pure tone) to test the basic
acoustic functions and different types of signals, which may not even resemble
present-day speech tests, to assess higher order functions. Present-day test pro-
cedures for hearing aid selection are similarly undergoing close scrutiny at the
present time.

The most provocative conjectures about new technology are in the rehabilita-
tion area. Rather than to continue with the present type of hearing aid, for
example, might we not consider an instrument which is designed to replace the
deficient segment of the organ rather than try compensating for its deficiency ?
While such a notion is far from reality, such ideas are no longer uncommon and
some very tentative research along these lines has been reported.

Another approach, which bypasses the ear, is also receiving attention. It may
be that a “hearing aid” which phonetically prints out the message it receives
will be more effective than amplification. The device would also have to monitor
the owner’s voice so that he could maintain the feedback necessary to his own
intelligibility. Since communicative disability is not the only major problem in
hearing loss, it may be that, in such cases, the more traditional amplifying device
might be used in conjunction—to feed in background noise, the loss of which is
felt to be responsible for many of the personality disturbances seen accompanying
hearing loss.

Unfortunately, there has been practically no effort made to date to incorporate
available technology into any phase of aural rehabilitation other than the hearing
aid and, to a limited extent, in the use of motion pictures and television to assist
in learning lip reading. To my knowledge, there has not yet been any application
of such devices as the “teaching machine” or similar concepts to this neglected
problem area.

No MAJoR BREAKTHROUGH FORESEEN

In short, I do not expect any great technological breakthroughs in hearing aid
manufacture and performance in the foreseeable future; the most recent truly
new development, an aid which will transpose the signal to a different acoustic
spectrum where the patient’s hearing is better, may prove to be of great sig-
nificance, however.

While not asked for in the question, I feel it desirable to point out that the
most satisfying breakthroughs would be in prevention. Many hearing losses are
preventable but even here new instrumentation is needed; most of the instru-
ments described previously would be considered primarily for ‘‘secondary pre-
vention,” that is, the prevention of disability. An instrument for “primary preven-
tion” which is being studied by a number of people is the “noise desimeter,” a
wearable device which will alert the worker when he is nearing the safe limits
of his cars’ tolerance for noise. '

In response to the second part of the question, our timetable for the self-
calibrating audiometer calls for the initial engineering on the prototype instru-
ment to begin early this fall. We expect that the prototype will be ready for
testing within a year, and that the “final” instrument will be ready for field
testing in the following year.

The term “master hearing aid” is a confusing one and should be clarified; the
term generally refers to a diagnostic instrument, capable of reproducing a vari-
able combination of pressure, power, and frequency characteristics. The term is
also used to refer to a hearing aid which can similarly be adjusted to the same
extent. In at least one case, the term refers to an instrument currently being
manufactured for both purposes, although as a hearing aid it would not be con-
sidered “wearable” due to its size. For the most part, the available instruments
are produced by hearing aid manufacturers {o determine the optimal character-
istics needed by a customer to be built into an aid of their own manufacture.

The master hearing aid we have in mind is an extension beyond the instru-
ments currently available in that it will have the capability for almost infinite
variability in the various dimensions of interest. The development of the final
instrument will be delayed, however, until research basic to certain fundamental
decisions has been conducted. Until we know how precise the machine must be,
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for example, we cannot set its specifications. It is theoretically possible now to
have the precision built in which would allow for the near-infinite number of
combinations of pressure, power, and frequency; we know that this precision is
not necessary. We do not know the limits at the other end, however, such as how
broadly we may wish to measure frequency, for example, in relation to intensity.
At our present rate of progress, this information is at least two years away.
Development of the instrument is, relatively speaking, of much more short term
duration.

ARLINGTON, VA., July 29, 1968.

Dear MRr. OrioL: This is in response to your invitation to submit additional
information pertaining to the July 18 and 19 Hearings on “Hearing Loss, Hear-
ing Aids, and the Older American.”

Question 1: Since the Council of State Governments has already developed a
“model law” for dispensers of hearing aids, and since there are also the Federal
Trade Commission “Trade Practice Rules” and the industry’s own “Code of
Ethics,” why is there any need for a “model bill” from the Public Health Service,
as mentioned in the Surgeon General’s statement?

Answer: If we view hearing loss as a health problem, as I do, the present
“model law” has several shirtcomings. To begin with, neither the model nor the
bills currently enacted into law are oriented toward consumer protection; all
are directed primarily toward questionable or misleading advertising, fraudulent
or misleading claims, etc. In only two of the six States which have passed a
hearing aid licensing law (Oregon, Michigan, Florida, Indiana, Tennessee, and
South Dakota), are there any restrictions whatsoever that would be concerned
with the customer’s health; in Florida, the dealer is required to refer his client
for otologic-audiologic evaluation if there is any evidence, from his audio-
metric test results, to indicate a medically correctable condition and, in Michigan,
such a professional examination is a prerequisite to all sales to a customer under
sixteen years of age.

Leaving aside the question as to whether or not such licensing laws bestow
a professional image on a commercial activity, the model law and those en-
acted all require that the dispenser pass a rather sophisticated test of audio-
metric procedures. The model requires that an Advisory Council on Hearing Aids
be appointed which shall consist of five members, one an otolaryngologist, one
an audiologist, and “three who are persons experienced in the fitting of hearing
aids”-—i.e., hearing aid dispensers. While the otologist and audiologist would
have completely adequate credentials to devise, administer, and evaluate the
examination called for by the law, there is no assurance that the hearing aid
dispensers on the Board would have such qualifications. This point would not be
critical if the model bill were enacted as written but in at least one State,
Tennessee, and Board consists entirely of hearing aid dealers. At the risk of being
somewhat melodramatic, it is my opinion that this modification could enable
this law to become a “license to steal,” with the public having no legal recourse
to fall back on.

‘While the model law calls for extensive audiometric knowledge and <kill, it
makes no requirement that these tests be used in the selection and sale of a hear-
ing aid, nor does it set any criteria for determining whether or not an aid is
necessary, can be used successfully, nor on what basis a particular aid might be
selected other than the salesman’s own persuasiveness. There are no criteria
specified as to the test environment, equipment used, or maintenance of calibra-
tion. Finally, the law does endow professional status and recognizes it as such
in Section 12, Grounds for Suspension or Revocation of Certificates: “(3) For
unethical conduct. or for gross ignorance or inefficiency in his profession.”

DEeFICIENCIES IN FT'C RULES

The greatest deficiencies in the Federal Trade Commission rules, in my
opinion, are quite similar. To begin with, the rules are prineipally geared toward
advertising and questionable sales practices. I wounld submit two current ex-
amples of how even these restrictions may be circumvented. The first (see
app. 1, p. 192) is an advertising letter which was mailed to me by a 76-year-old
man who questioned some of the statements in it, notably those which he under-
lined in the original inquiry. To begin with, the statement attributed to the
Public Health Service is false; the use of the term “prescription” appears to be
contradictory to Rule 6¢ of the FTC regulations while the statement pertaining
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to ear “sensitivity” was interpreted, by the recipient of the letter, as being
misleading.

Correspondence with the dealer in question has had the following results:
a) a retraction and an apology on the statement attributed to the Public Health
Service; b) a disclaimer that the term in question is inappropriate: “I have in-
formed Mr. Hunt of the Federal Trade Commission that I intended to use the
word ‘prescription’ within the procription [sic] of the FTC rules as long as my
competitors are granted the prerogative” and, in later correspondence, “It was
not my intent to imply that we as hearing aid dealers ‘prescribe’ hearing aids
but rather to remind our users that they should have periodic checks on their
hearing by whatever referral source got them to us originally . . .”; ¢) in reply
to my suggestion that the statement pertaining to ear sensitivity might be used
to equate ‘“‘sensitivity” with “susceptibility to damage,” the dealer denied that
this was his intent—*It is a flat-footed statement of fact. The sensitivity of the
ear is indeed incredible and accounts for many of our problems in hearing aid
fitting.” I would not argue that this is, in truth, a “flat-footed statement of fact,”
but would argue that, in that sense, the placement of the statement in the ad-
vertisement is irrelevant to its context. (Total correspondence available upon
request.)

The second example (see app. 1, exhibit C) was an advertisement included
in a Sunday edition of a local newspaper. While Rule 9 of the FTC regulations
specify “miracle” as one term not to be used in advertising, this manufacturer
has apparently avoided violation by incorporating the word in the trade name
of his product. The reverse side concerns me more, however. While the hearing
aid dealer depicted is not identified as professionally competent in either medicine
or audiology, he nonetheless does not hesitate to speak of “symptoms” nor does
he have any reticence in predicting that the hearing loss “probably won’t get
much worse for a long time” and, further, that “there’s no known medical or
surgical cure for a nerve loss such as this.” This would appear, to me, to be in
direct violation of the FTC Rule 1(d), dealing with misrepresentation “. . .
with respect to the scientific or technical knowledge, training, experience, or other
qualifications of an industry member, or of any of his employees, relating to the
selection, fitting, adjustment, maintenance, or repair of industry products . . .”

Regarding the industry’s Code of Ethics, a quotation from the National Hear-
ing Aid Journael for November, 1967, is of interest. Reporting on the annual con-
vention of the National Hearing Aid Society, the statement was made that
“, . . (the) Ethics Committee had a most successful year. No violations had
been reported—consequently, no official corrective action had to be taken.” (p.
16) I can only observe that the Ethics Committee has had a more successful year
in this regard than either the FTC or I have had. A call to Mr. Brookfield at
the FT'C the day before these Hearings revealed that he had three cases pending
at that time. While my agency is not one designed or operated to handle such
complaints, the overwhelming number of complaints I receive in a year—either
by mail or “unofficially” while traveling on government business—is directed
‘toward questionable hearing aid sales practices.

My own recommendations as to what I feel an “ideal” hearing aid licensing
law would include must be viewed with the realization that I have no competence
in the legal field and that the recommendations are only “ideal” in the sense that
they must recognize that a “truly ideal” law would assume a sufficient supply of
adequately trained professionals to conduct many of the tests and evaluations
assigned to the hearing aid dispenser in the following.

With these realities in mind, and based upon the existing model law, I would
recommend the following :

RECOMMENDATIONS FOR IMPROVEMENT

1. Otology and audiology should not be in the minority on the Board; further,
these member should have total responsibility for the professional details covered
in the examination, such as audiometry, medical referral, standards, tests used,
testing environment, ete.

2. In view of the shortage of audiologists and otologists, the hearing aid dis-
penser examination should follow the guidelines proposed in the model law of
the Council of States Governments with the following requirement; in addition to
knowing how to administer the tests, the dispenser should be required to admin-
ister these tests in every hearing aid selection he makes. In addition, he should
appraise his client of the results of these tests and indicate on what basis he feels
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this client is a candidate for hearing aid use, based upon the standards set by the
board.

3. The hearing aid despenser should be required in every case to appraise
his client of the possibility of medical/surgical treatment for each client found
having an air-bone gap of 10 dB or more at any one frequency in either ear.
In the event the client chooses to not follow this suggestion, a form attesting
to this fact, signed by the client, should become part of this client’s permanent
record.

4. Accurate copies of all test results obtained from a given client should be
retained in the files for examination at the discretion of the appropriate person
assigned this duty by the State Board of Health along with a record of all in-
struments tried and scores obtained.

5. In all cases in which binaural fitting is made, there should be clear evi-
dence that both ears have an appropriate loss of hearing capable of being assisted
by amplification and that the results upon which this determination was made,
either speech reception threshold, speech discrimination, or both be available and
clearly indicate the superiority of binaural over monaural fitting ; or that a dis-
claimer signed by the client indicating the choice was voluntary and made on the
basis of subjective or aesthetic grounds be made part of the permanent record.

6. A requirement of the law should be that all selections made in a dis-
penser’s office should include hearing aid models from the total range of models
available and that the prices be made known to the client and that this also be
attested to as part of the permanent record.

7. There should be a requirement that all audiometers used by the hearing
aid dispenser be kept in a state of accurate calibration, that frequent checks of cal-
ibration be made and recorded, and that such calibration be varified (no less often
than every six months) by a suitable person assigned by the Board of Health.

8. ANl hearing aid tests should be administered in a suitably sound-treated
room, :

9. The present restrictions regarding misrepresentation should be broadened to
include:

(a) a prescription against the wearing of a white coat similar to any of
those worn by practicing physicians;

(b) the restriction that no medical or audiological advice be given clients,
either by word of mouth or by advertising ;

1(0) the use of an otoscope or similar medical device to be used inserted
in the ear canal should be prohibited until after the client has agreed to
purchase an aid and then used only as is necessary to make an impression
for an ear mold.

10. There should be a provision for money-back guarantee after a suitable
period of time for anyone finding his hearing aid has not performed satis-
factorily or in accordance with the claims of the dispenser.

11. There should be a provision by which the customer could recover the costs
of the instrument in those cases in which its purchase was made through fraud
and/or misrepresentation.

Sincerely yours,

) JoseEPH L. STEWART, Ph. D,,
Consultant, Speech. Pathology and Audiology, Neurological and Sensory
Disease Control Program, National Center for Chronic Disease Control.

Senator Carrso~. Doctor, at the present time the progress and the
development you have demonstrated has been done, has it not, by in-
dustry, itself?

Dr. JosepH STEWART. Yes.

Senator CarLson. Has the Government done any of it?

Dr. JosepH StEWART. No.

Senator CarrLsox. Have the States done any ?

Dr. Josepu STEwART. Are you talking about the basic industry ?

Senator CarLson. Yes.

Dr. Josepr Stewart. No. I am not aware of any governmental sup-
port in this area. They, of course, have taken from governmental
studies, such as those of Defense Department and so forth, and have
used instruments that were developed for other purposes.



Dr. Wirriam Stewart. The whole movement in the miniaturization
of electronics is in part solely a spinoff from the space effort financed
by the Federal Government.

Senator CrurcH. I wonder if, in the light of the answer that was
just given a moment ago to Senator Carlson’s question, whether you
would care to comment on the advisability of the U.S. Public Health
Service playing a more direct role in research in conjunction with
this. Is there need for that?

Dr. WiLriaym StEwarT. Research in instrumentation; is this your
reference, Mr. Chairman ?

Senator CHURCH. Yes.

Dr. WirLiam STewarr. I think that if we can do the research which
raises the specifications that are needed for instruments of testing for
hearing that industry has the know-how on how to meet those specifi-
cations. I think our research effort needs to be more directed at better
ways of diagnosing, better methods of treatment, and how you or-
ganize these diagnostic services and treatment services in the way the
people can get them with a quality that would be acceptable.

Senator CrurcH. In your testimony, Doctor, you mentioned the
Public Health Service model laws.

I wonder whether those would be similar to the model laws proposed
by the Federal Trade Commission. Can you recall in your testimony
referring to that?

PHS “MoperL Laws” Discussep

Dr. WitLiam Stewarr. Yes. We had reference to—there are, I
think, six States at the present time that have a kind of law in this
area, none of which seems to be satisfactory to us probably because
they are too limited in their direction, they are not broad enough in
thelr approach. There have been some attempts to develop model laws
in various nongovernmental organizations.

We think that it would be useful if they would develop a model law
that could be adopted by the States which would cover more than, oh,
a narrow area which may be aimed only at licensing certain people or
trade practices or advertising practices or other things.

The Federal Trade Commission’s model law, of course, is aimed at a
segment of this total effort. Our model law is more interested in what
is the quality of the process that occurs and all the elements that go
into this quality so that people have some basic guarantee that they
are getting what is necessary to handle their particular chronic
condition.

We think that this needs some serious examination and is one of
the areas which we are studying at the present time.

Senator CHURcH. Now, there are laws in every State relating to the
practice of medicine and the practice of dentistry. If you want a set of
false teeth, you can’t get them—without violating the law in any State
that I know of—from a salesman who comes to the door. You can’t get
them directly from a dental lab—although in Idaho and in Alaska
T was once in a very interesting lawsuit on that question when I was
practicing law.

But hearing aids have not been treated in this category because many
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of them are sold not through doctors but by salesmen on the door-
steps; is that correct?

Dr. WLiam Stewart. That is correct.

Senator CaurcH. Do you think that is right?

Dr. WiLLiam Stewart. No; because particularly the ones that you
are referring to which are sold in a sense on a trial and error, “Does
it help you?” et cetera, in a persuasive voice. There is no diagnostic
approach to it. The diagnosis is very important, first to find out what
kind of treatment is the best one, surgery or a combination of hearing
aid and surgery, or what kind of hearing aid or none. .

There are many people who will nol be able to use a hearing aid
satisfactorily and tEey are persuaded by the trial-and-error method
to adopt the hearing aid and then find after a couple of weeks or in a
week that it is just not helpful ; it is abandoned.

I think that what we need is a form of development where people
can go to a place and have assurances that they are getting the kind of
quality diagnosis that will give them the right direction in meeting
their problem.

Senator CaurcH. These model laws that you refer to, do any of
them impose a requirement that hearing aids must be obtained through
doctors’ services ?

Dr. Josepr StEwWART. The only one that I know of that has a quali-
fication similar to this is one State law where anyone below the age
of 16 years must have an otologic examination, and one other in which—
I believe this is Florida—the dealer is obliged to refer his customer
to an otologist if he finds evidence on the basis of his tests that there
may be a medically correctable condition.

Neither of these are in the model law proposed by the Council of
State Governments; these are merely local variations on it.

Dr. Wirriam STeEwArT. Some of them are certification of the peo-
ple who will do the tests. We have found in working with other
laboratory areas that even though you may have very well qualified
people running the laboratory with a larger number of tests they must
do in their daily work, unless you have performance testing periodi-
cally you still don’t have assurances of control on the quality of the
test.

The example study we did at North Carolina where all the audi-
ometers were off in their calibration, there was considerable drift.
Some of this might be corrected by improvement of the instruments.
There is research going on on this. Others could be done by periodically
providing a performance on some known or some unknown, trying to
find out what kind of performance are you actually getting in your
testing.

These are the areas that model laws might consider.

Senator CHURCH. Would it be practicable for requirements to be

laid down if services were not available? From your testimony it ap-
pears we have a shortage of such services.
. Dr. Wnuiam Stewart. That is right, correct, Mr. Chairman. I think
in your opening statement you mentioned the two major areas. One
is we don’ have the places of the quality and we don’t have the numbers
of the kinds of skills that we would need.

Senator Caurca. May I ask this question? The country is full of
eye, ear, nose, and throat specialists.
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Dr. Wirriam Stewart. Well, I would not say full.

Senator CrurcH. There are a lot of them around.

Dr. Wirriam StewArT. There are quite a few of them.

Senator CHURCH. An eye, ear, nose, and throat specialist. Would I,
as a layman, know him from the shingle he hangs out with an M.D.
after it? Could I assume that such a man is competently trained to
give me a competent examination of my hearing, make recommenda-
tions to me as to what course I should take ?

Dr. WiLLiam Stewarr. The audiologist is of more recent vintage.
I think your assurance would be a little better than the older otologist.
Some of them have not worked in this area; they are surgery oriented
and are not in this area.

Senator Caurcu. What about an ordinary M.D. ?

Dr. WiLtiam Stewart. I think that you would find that most of
thembwould be hard put to make the kind of diagnosis you are talk-
ing about.

%ena,tor CuurcH. What is the answer then? If the doctors of the
country and even the specialists are not equipped to give examinations
of this kind, then what 1s the answer?

Dr. Wiriam Stewart. Well, I think developing centers which can
be the place where people can have this technical diagnostic work
done. There are very few physicians in the country who would run
the chemical tests that they ask the laboratory to run for them, but
they have confidence in the lab and there have been assurances made
about the quality of the laboratory work and he knows how to inter-
pret the results.

Senator Cuurca. How many of these laboratories are available in
the country today ? How many have been established ?

Dr. QVVILLIAM StewaRT. I would have to ask Dr. Stewart that. How
many ?

“Laboratory” is not the right word because there may be an audiom-
eter in a school or maybe one in a doctor’s office; they are all over
the place. I don’t have any idea.

Dr. Josepr StewaRT. If you are referring to this type of laboratory,
if you will, that has the otologic component as well as audiologic, there
are very, very few, and these are primarily in the medical schools.

AvUDIOLOGISTS IN SHORT SUPPLY

As for the right now, we only have about 2,000 audiologists in the
country who are certified to do these tests so that they are spread very,
very thinly. An alternative until the day, if it ever comes, when we do
have enough audiologists and otologists is to upgrade the dispensers of
aids, salemen, if you will, to the point where more of the people that
he sees who do need medical attention, are in more severe need for
medical attention, are referred to the specialists because right now
with the manpower availability and the equipment availability, with
the staggering numbers of people that can be expected to need to be
served here, we are going to have to work with some compromise ar-
rangement, which probably will be midway between where we are
now and where we would like to be.

Senator CuurcH. Well, it seems to me that if you are going to rely




38

upon salesmen to do this it is going to be a pretty thin reed because
thelr motivation is to sell devices.

Dr. Josepr STEwART. That is certainly true.

Senator CHURCH. And you know they might be discouraging their
own sales opportunity by suggesting that their device may not be
what the customer needs and he ought to have a competent examina-
tion. That is not the way the ordinary salesman behaves, in my ex-
perience.

Dr. Joserr STEwART. But if there were legislation to back this up
or if this were State law and such a pattern of referral had to be,
this would help.

Also, some of the dealers I know very often refer their customers
to the physician for evaluation and have found this is one of the best
sales promotion devices they could ever have come across because that

erson made sure every other person in the entire vicinity knew that
Mr. So-and-So was not trying to sell me anything before seeing if
something else could be done first.

Dr. Wmuiam Stewarr. I think the upgrading of those who now
provide hearing' aids, Mr. Chairman, is a short-term attempt to do
something about the problem, recognizing that that is not the answer
to the problem, but it will do something.

The process of getting hearing aids 1s not going to change tomorrow ;
it is going to go on for a while. We do have considerable effort in try-
ing to train more audiologists, more technicians in this area through
the Social and Rehabilitation Service. You will be hearing from them.

The quantity of audiologists, as Dr. Stewart was describing, 2,000,
will take so long we are never going to catch up here if we are depend-
Ing on them to be the only diagnostic source in the country.

%ena.bor CuurcH. Let me ask you this.

I don’t want to monopolize all these questions, Senator Carlson.

Would it be of possible benefit to establish some kind of certifi-
cation for those companies, for example, that adhere to a high ethical
standard that sell through established dealers who are equipped to
conduct competent tests, and who, in other words, are meeting re-
quirements that you, Doctor, would think are minimal and necessary
from a medical standpoint? Would it be feasible to have some kind of
a certification granted that this company does in fact meet these
standards? It could be coupled with an educational effort to acquaint
people with what is entailed here.

When I was just a kid, I remember in my household my parents,
uncles, and aunts thought that buying eyeglasses was just a matter of
magnification and they were all strongly opposed to wasting money on
getting a prescription. They went down to the stores—I remember
that Woolworths and Kresge’s and so on had glasses that were avail-
able. You just picked up one you could see through. I guess a lot of
people still do that.

I just assume that that is not the right way because I have been
told so often and people ought to know that 1t isn’t, but I go to an
optometrist or doctor in the field and get my glasses and I think most
people have learned this is the way to proceed.

But I don’t think that is true in hearing aids. I don’t think that
that 1s commonly understood in hearing aids and I don’t think people
are educated to the need.

‘Would you agree with that?
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CERTIFICATION AND STANDARDS

Dr. Wirriaym StewarT. I think this is true; yes. I think the public’s
awareness of glasses and of what it all means 1s much greater than it
is for hearing aids. . .

I think that your idea of certification could be through a variety
of devices ranging all the way from certification to some kind of
restrictions on interstate commerce, for example. They don’t meet
certain standards. Whatever device 1s used, if it is workable, I think
would have the effect of encompassing those that are trying to meet
standards and the fringe groups that were outside of this would not
be able to meet the standards, so to that extent it would have an effect.

It does not solve any of the problems as far as the diagnosis in the
area we are talking about but it does raise that part.

Senator CHURCH. It seems to me we have taken this approach in
many other fields. We don’t undertake to tell people that they must
put their money in certain banks or savings and loan associations.
We don’t coerce them into doing this or that if they are unwise
enough to put money into a shaky bank and lose it as a consequence;
it is their loss.

But, on the other hand, the public is pretty well educated today to
the fact that there are certain banks and savings and loan associations
that have insured deposits and they have to meet certain standards
in order to get that insurance. There is a very important protection
for people who choose to put their money in those banks.

Now, it seems to me that the same approach might be very helpful
to a lot of older people if they knew that there were certain com-
panies that adhered to certain standards that were found acceptable
and were certified as a result. If you were to go to one of those certi-
fied companies you would be sure of getting proper tests and more
likely to get the right kind of hearing aid.

Dr. Wriam Stewarr. I think that is quite true, Mr. Chairman.
There are many devices used both externally and internally in the
body for which there is no system now which says that this device
has met certain standards and criteria to protect the consumer. I
think it is in this area that the hearing aid would be useful.

Senator CuurcH. Senator Carlson.

Senator Carrson. Dr. Stewart—both Dr, Stewarts and Dr. Eagles—
I think your testimony has been very helpful here this morning. I
think the study of the needs and the development of the hearing aid
activities in the last 20 or 30 years has really been phenomenal when
one gets into it. Then the question is, where do we go from here?

I was interested in Dr. Eagles’ statement with reference to approxi-
mately 178 research grantsand 61 grants to institutions for advanced
research training.

How much 1s being made of this research? Is it being used prac-
tically, Doctor? You can study something but what do we do with
the study results? :

Dr. Eacres. This is a constant problem that we at NIH have
before us and that is to translate research results into utilization for
the benefit of all the people.

I think that some people feel that we at NIH don’t pay enough
attention to this aspect. Believe me, Senator, this is always upper-
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most in our mind. Moreover, in recent years there has been a great
deal more direction to our research as we have grown and programs
of various institutes have become fully developed.

I don’t know whether it answers your question.

Senator Carwson. The reason I bring it up is I think these research
grants and these programs for study certainly have great value.

The question is: How do we get the results out where it will help
the people? Does this research go to factories that presently are
supplying the hearing aids? Does it go to the medical centers? Where
does it go? That is my point.

Dr. WirLiam Stewart. Senator Carlson, the process is the research
worker publishes his results in an appropriate journal. Anyone who
is also working in this field will know which journals and where
to look for them.

We also have an information center at Johns Hopkins which tries
to pull together this information to search for literature that might
be missed and make it available in a semipackaged form.

There are also a variety of reports put together by the Institute
where they pull together a field of effort that is going on and
publish it as a monograph of some type or other.

So, I believe the information flows to the appropriate place. Most
of this research is aimed at understanding the basic process of com-
munication, hearing, speech—this type of thing—and the relation-
ship between that and other things.

It is fundamental to future advances in therapy. In addition the
research on new surgical advances would also be supported by this.
I think most of the instrumentation would be developed by industry,
itself, rather than by NIH.

Senator Carwson. I feel it is very important and I think that they
can add much to the improvement of this situation by having these
studies made.

I was a little shocked or surprised that we could have a study such
as the one you mentioned in North Carolina which showed that
audiometers being used by a number of agencies, even including hos-
pitals, the military and the Veterans’ Administration were grossly out
of calibration.

Now, it does not seem right such conditions should exist. What is
its justification?

Dr. Wnriam StewART. I don’t think there is any justification for
it at all. I don’t think it should be out of calibration and if they are
they should not be used. I don’t know what the instances are here
but I would bet that they are using the instrument and never bother-
ing to see if it had moved off calibration, and we know the instrument
drifts from the calibration side.

Now, there is some effort to try to find a self-calibrating instrument
which takes care of this without one having to remember to do it. You
know this is true in blood tests, too. They can drift from the positive
on thelevels without standardization periodically.

Senator CeUrcAH. It is true of pianos, too.

Dr. WiLriam StewARrT. It is also true of pianos, right.

Senator Caruson. I can see where, looking to the future, we
can move to what I assume Dr. Stewart over there will say the ulti-
mate, where we had our audiologists—we have only 2,000 and we
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have to wait a long time. I think Dr. Stewart mentioned upgrading.
I think there is a field we probably could and should get mnto.

You mentioned six States. I don’t know if that is licensing or if
they have other programs. Does licensing help any?

Dr. WriaM STEWART. It helps to a minor degree, Senator Carlson,
as far as it has gone so far. This is one of the areas you will look for
in a State law. %oes it provide a basic form of quality through some
form of licensing or certification? That is not all of it.

One might want to look into the calibration requirements as a part
of a license law, too. I am speaking off the top of my head.

Senator CaurcH. Do any States have that requirement ?

Dr. Wirniam Stewart. I don’t think so; no.

GexNERAL PurrosE TecHNICIAN NEEDED

I would like to say that with these 2,000 audiologists we are trying
to find a way of extending their hands, in a sense, by developing a
eneral purpose technician that can work with them so that they can
ﬁandle many more people. It is a common device in other areas of
medicine and there are grants supporting some of this training.

Once you do this, though, it requires some form of organization to
pull it together. You must have a center where people can go.

Senator CarLson. My only thought was that this hearing aid pro-
gram that we presently have is helping a great number of people.
Magybe it is not the way the audiologist would have it but it has helped
a lot of individual people and some of them are friends of mine.

Senator Church mentioned that eye, ear, nose and throat doctors
were in great numbers. Well, that is not quite true in all areas. In m;
own State, in the western half of the State which is greatly rural,
think some of those people would have to drive from 150 to 200 miles
to get to a real eye, ear, nose, and throat specialist.

So, it is my hope that whatever we do, we keep in mind that there
are people in these rural areas, who must have some consideration in
any legislation we pass regardless of these great urban centers where
there 1s probably no difficulty to getting people to audiologists.

Dr. WiLniam STEWART. You are quite right, Senator Carlson. The
EENT specialty, as we used to know it, has split into the ophthal-
mologists and variations on this theme and I think there are about 9,000.

Dr. JosepH STEWART. 5,000.

Dr. Wriam StEwArT. That is the extent of the problem. This
is very small.

Senator Caruson. I think the statements you doctors have made are
vegy helpful and I thank you.

enator CaurcH. Thank you, Senator Carlson.

I am amazed that there is not a single State with any requirement of
testing the accuracy of audiometers that are used in determining the
hearing defects.

I had an uncle who went around Idaho working for the State and
he checked the scales everywhere just to be sure they were accurate,
that the public was not getting gypped. But there is not a single
State that has any requirement about accuracy of audiology that
makes any check on it.

Dr. Woriay Stewart. That is correct, Mr. Chairman.
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Senator Crurcu. We really have not progressed very far in this
field, have we?

Dr. WiLrram Stewart. No. I think the field is one where some people
are being helped, Senator Carlson, but where it is unorganized, unde-
veloped to the extent that there are many other people who could be
helped properly. We could get going in certain directions.

Senator Caurca. Tell me, are there people being hurt because of the
lack of proper examinations, being sold hearing aids that are actually
damaging to them ?

Dr. Wirrtam StewART. It is not the hearing aid per se. They are
depending on the hearing aid where they should have had surgery.
It is a tragic situation. There are others who have an economic loss
and false hope because they bought the hearing aid and it is not going
to do any good for them. I don’t know the extent of this but we know
it does happen.

PrevENTIVE PRrRoGRAMS FOR YOUTH

Dr. Eacres. I am under some constraint here because we are dealing
only with older Americans, but older Americans were once young and
I would enter a plea that one of the most important ages in which we
have got to develop preventive services in this area is in the young
preschool child. One of the best ways to tackle some hearing problems
that manifest themselves only in the older ages is through early identi-
fication and prompt management at younger ages.

Now, I hope you won’t think that I am off the subject but to me
it is rather crucial that we do not consider a more senior citizen as
somebody just by himself. There is a continuum of defects or impair-
ments that occur in hearing, language, and speech from the earliest
ages to the older.

With a complete comprehensive plan of attack, we really must pay
attention to early identification and early management.

Senator CaurcH. May I ask in that respect, Doctor, whether hearing
defects usually appear early in life or is this something that has no
pattern ?

Does it usually come on in later life ¢ Is it commonplace that a person
with a tendency toward deafness would begin to show the signs in
early years?

Dr. Eacres. One of the causes of deafness in adults is otosclerosis
which is one of the remedial conditions about which Dr. Stewart was
speaking. Tt is amenable to surgery, and very often begins in teenagers.

I would say the majority of deafness, however, that occurs in the
young child is probably first, that with which the child is born, con-
genital deafness. Then there are the cases which develop through
infection. As age progresses, still different causes come into play such
as exposure to noise and certain diseases. Early in life, you have to
begin to watch for some of these things that do cause deafness or
impairment of hearing in the older age group.

Dr. Wrtriam Stewarr. I think it is a terribly important point that
Dr. Eagles has made. Events that occur before they came to the age
that create the condition they have as you are looking at them when
you are over 65 are the events where prevention may have been most
helpful.

A good example of this is when we had a German measles epidemic
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in this country 5 or 6 years ago. The Children’s Bureau now sees many
more deaf children showing up in their crippled children’s clinic be-
cause of this epidemic. We may have a vaccine in 2 or 3 more years
and if it works—and we think it will—we should not have that happen
any more. So, we prevented in a sense some of the deatness that might
have shown up at future times.

When one is talking about attacking this problem, you cannot com-
pletely isolate it to the elderly; you have to go back to possible pre-
vention back here.

Senator Carrson. On that point, if I may stress it, I think one of the
great problems in hearing concerns our very young children. I know
personally of an instance of a youth where 1t seemed that when he
started to school he just could not learn. There was not anything
wrong with him; he could not hear. The family caught it and there
was no problem. I think that is very important.

Dr. Wrriam Stewart. That is quite right, Senator Carlson.

Senator Cruron. Thank you, Doctors, for your testimony. It has
been very helpful.

Dr. Winriam Stewart. Thank you, Mr. Chairman.

Senator CrurcH. The next witness 1s Miss Nanette Fabray, a mem-
ber of the National Association of Hearing and Speech Agencies.

We are very pleased to welcome you today to the committee.

STATEMENT OF NANETTE FABRAY, NATIONAL ASSOCIATION OF
HEARING AND SPEECH AGENCIES

Miss Fapray. Thank you.

I certainly do want to thank you for inviting me here to speak. I
must say that it is not much of a comfort to realize that most of the
people that have appeared here ahead of me have covered almost every-
thing that I intended to say and that they have answered most of the
questions that I had hoped to be asked.

Anyway, I want to thank you for permitting me to come here and
testify. I will try to keep my testimony brief, knowing you have many
more knowledgeable witnesses to appear before you.

T have the honor to be a board member of the National Association
of Hearing and Speech A gencies, among other worthy organizations in
this field.

But I appear today as a private citizen and a consumer of hearing
aids. I have the most expensive ears in town.

I wear one now—and have five others I use in various ways, for vari-
Ous purposes.

I have a close to 70-percent loss in my right ear. You heard the
dramatic demonstration about how far down hearing goes with a 40-
percent loss. My right ear is useful mostly for matching earrings.
Thanks to surgery I have very good hearing in my other ear, however.

1 have had three major surgeries inside my ears and have willed my
temporal bones to UCLA medical research for their study.

I have been able to afford complete proper professional guidance and
treatment for my disability. What about the hundreds of thousands
of our older citizens who do not have these resources? What do they
do when they developa hearing problem?

Through the years since I began to talk about my personal problem

98-912—68~—+4
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I have received anywhere from 100 to 1,000 letters a month asking for
help and advice. I am not able to cope with this volume of mail and
I have had to turn a lot of it over to some agencies to handle, but I
do manage to get through much of it myself personally.

Most of the people that write want guidance about a hearing problem
that seriously affects either the writer, or a friend or relative. If I may,
I would like to quote from just a few of these letters.

Dear Mapan : Please sent C.0.D. to the above address a hearing aid. I don’t
know whether they are sold in pairs or one but I only have trouble with my left
ear.

This comes from South Carolina.

DeAr Miss FABRAY : I would like to know if you have the address of a hearing
aid clinic. I am at the mercy of salesmen who have no technical training of the
aid they are trying to sell or what type of aid should be worn by the patient. The
ear, eye, nose and throat doctor here just informs his patient to purchase “what-
ever aid works best” but the different aids that I have purchased through sales-
men perhaps should never have been worn by me.

I have read that there are clinics that will test the aid to the patient and the
clinic has no interest in trying to sell a person a certain brand of aid but will
recommend what he should wear. Please, any help you can give me in this matter
will be appreciated.

That letter was from Montana.
Here isaletter from New Jersey :

Dear MapaM: I am writing to you to try and explain myself concerning my
hearing aid in the hope that you may be able to help me. I would like you to
explain just what I should do. The hearing aid I do have is not really meant for
me which I had taken the best tests for and within a week of the time I had bought
it I went back to the * * * (dealer) to explain this to him and he told me I
would have to get used to it.

Now this is the first time that such a thing has happened. I have had one from—

And she quotes another dealer—

And as it is now they won’t do anything for me unless I buy another one and that
is not possible because I do not have the money as I am sick and unable to work
any more and I am living now on Social Security. Even the batteries are wrong
which they gave me.

Now, if you have any information what I can do, please let me hear from you.

Here s another letter.

My wife and I are now in our 80’s. Her hearing is getting bad and since I am
retired I want information as to reliable clinics near Ithaca and some idea of the
cash and cost for examinations and advice.

I like this last sentence:
I know that hearing aid industries are not as reliable as they might be.
Then this nice man went back and made a little insert. He said :

I know that some hearing aid industries are not as reliable as they might be.
My last letter. This is addressed to “Dear Sir.”

I would like some information on ear loss and hearing and et cetera. First,
can something be done for nerve loss? Why is the cost for repair for aids so
high and also the cost of aids? I just got a repair bill for $33.48 for an aid I
have had a little less than two years. Now I am told I will need to wear two
aids and the cost for a new one is $325.

Being an Air Force family, I would like to know what ways I can care for my
family when I am alone despite my loss of hearing, This information will be
greatly appreciated.
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Now, I find these letters very sad. This type of correspondence and
my personal conversations with people throughout the country brings
into focus some very important points for consideration by this com-
mitee:

1. There is a great lack of understanding about the nature of hearing
and speech disabilities by those who develop them or already have
them. Other people, including parents who are responsible for such
patients, also have little understanding of these problems. The public
must be provided with a better understanding, not only of the causes,
but the nature of hearing loss.

People must be told what kinds of hearing loss can be successfully
dealt with, and what types are caused by elements for which no success-
ful medical or surgical remedy currently is available. They must be
told how to get proper professional assistance for a hearing and/or
speech problem. They must understand better what financial assistance
is available to help them pay for professional fees and the cost of
hearing aids. The location of proper professional individuals or agen-
cies providing hearing and speech services must be better known.

9. The role of a physician in providing services to the hearing im-
paired must be clarified and improved.

Too often, the general type of physician has very little understand-
ing or practical experience with the problems of hearing beyond those
that can be treated medically.

Once he has eliminated the suspicion or existence of infection, the
family physician too often refers his patient directly to a hearing
aid dealer rather than an ear specialist, or audiologist, for evaluation
of the real extent of the problem. Sometimes this 1s due to the severe
shortage of professional specialists in hearing. They simply are not
readily available in some communities.

In other cases, it is sometimes due to the unfamiliarity of the family
physician with specific hearing and speech services available to their
clients. This field has broadened considerably in recent years. Re-
gardless of the reasons, an improved method for family-type physician
approaches to hearing and speech problems must be established.

8. There is alarming need for better understanding by the public
of the term “audiologist.” I find that when I use this term in my
letters and in my speeches, people really don’t know what that word
means.

The professional role of the audiologist in assisting people with
hearing problems is vital to them. The special knowledge and skills
he has relating to the hearing process must be utilized more effectively.
The severe shortages which exist in the ranks of professional audiology
must be improved. To my understanding, the best current projections
indicate that approximately 10,000 professional speech pathologists
and audiologists will not be available until 1975 to serve a population
that could use them now.

This small number must be spread between positions in university
training, research programs, as well as in private practice, and work
in service agencies. Obviously, this group cannot handle the enormous
patient loads. It seems only logical that we immediately encourage
the development of technicians and other personnel for this field.

The use of such technicians has proved most satisfactory to other
areas of special medicine. An adequately trained and supervised tech-
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nician can provide speech therapy to an aged stroke victim in a nursing
home, or lipreading training to senior citizens with hearing loss.

4. The role of the hearing aid dealer must be more clearly defined.
There are less than 1,000 professional audiologists in this country who
are actually caring for patients, but there are an estimated 3,000 or
4,000 hearing aid dealers. I am not sure of my statistics. I am not a
statistician. If you will excuse the term, I am a “lay person.”

But it is obvious that the majority of people with hearing problems
today are being seen and “treated” by the dealers. Some dealers have
earned great respect from audiologists and medical specialists over
the years, and many have formed reputable and ethical standards in
their approach to these problems.

But many others are considered questionable and follow selling
practices that are extremely harmful-—not only to their customers, but
to the hearing aid manufacturers, themselves. I know of more than
one manufacturer whose reputation in certain areas has been greatly
harmed by selling practices that do not reflect the very real ethics of
the manutacturers themselves.

TecuNICAL TRAINING FOR DEALERS?

In facing the realities of today—particularly the severe shortage of
trained professional personnel—why can’t we provide technical train-
ing for hearing aid dealers? Why, 1n fact, can’t we require dealers to
police themselves—or get policed? With technical training, couldn’t
we then use them as an important factor in the area of support
personnel ?

We must build into this type of system such factors as strong
penalties for questionable advertising claims and practices; considera-
tion of price controls, if necessary, to modify the margin of a 300- to
400-percent markup on manufacturer’s prices for hearing aids; devel-
opment of a service station system of maintenance and repairs of
hearing aids.

It seems to me that any business involved in the provision of services
or equipment to people with handicaps must operate by rules, stand-
ards, and ethics which guarantee reasonable performance.

5. The entire area of financing hearing and speech services must be
carefully studied. Positive steps must be taken toward improving the
patient’s ability to pay for services and equipment. Part of this is the
manufacturer’s responsibility, it seems to me—too much of the industry
is devoted to making Rolls Royce hearing aids when what is often
needed is a serviceable Jeep.

Such a hearing aid could be enormously valuable in another field
that I am involved in—for the use of hearing handicapped children
in schools. But the aged, in particular, must not be placed in the
position of becoming medically indigent because of the costs involved—
or simply going without help as an alternative.

The third-party system of payment must be more widely accepted
in this area. For instance, health and accident insurance companies
must be encouraged to include payments for hearing and speech
services in their policies.

Medicare and State medicaid should also include better recognition
of the need for hearing and speech services. Hearing loss can be as
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damaging emotionally and socially as the loss of a limb, or of sight—
air:d it (llmppens to be far more common than any other disability in
the aged.

6. I should also like to suggest some objective soul-searching on the
part of hearing aid manufacturers. Their ability to design and manu-
facture high quality hearing aids I do not question, but I believe they
are equally capable of answering their huge problem of less expensive
marketing.

Hicar Markurs RePORTED

I have been told in confidence that a reputable manufacturer can
expect a reasonable profitmaking and delivering a hearing aid to the
retail outlet for $80. If so, is it really necessary for a hearing-handi-
capped individual, with a thin pocketbook, to purchase such an instru-
ment from the salesman for $300, or more ?

It would be my hope that the manufacturer and dealer would,
through their own actions and among themselves, provide answers to
such problems. If not, perhaps they should have outside help.

I would appreciate it very much if you would ask me some ques-
tions because I think I have, as I said earlier, some things that I might
be able to contribute.

Senator CaurcH. First of all, thank you very much for a very fine
state}x{nent. I am suare that all of us perhaps will have some questions
to ask.

I am disturbed about what you have had to say concerning costs
and markups. Earlier I think it was Dr. Stewart who said that the
research that had gone into miniaturization accounted for the high
prices today. I can see that this would entail a considerable invest-
ment, but miniaturization is going on, it seems to me, in all fields
now.

Once the processes have been developed and become public prop-
erty, as it were, once the designs have been worked out and mass pro-
duction undertaken in years past, I should think that we could then
begin to adjust the costs downward.

I am wondering why these markups are so great. Apparently com-
petition does not regulate the price or bring it down as those of us
who were trained in economics 30 years ago believe in a free economy.

Miss FaBray. This comes about because of the great—I would have
tqdllse the term “ignorance”—among the people who need hearing
aids.

Throughout mankind’s history, being deaf, losing one’s hearing,
was something to fear and to be ashamed of. In the olden times, a
deaf person was considered marked by the devil. .

Many hearing people don’t understand the emotional problem the
hearing-handicapped person has, that hearing loss is associated with

etting older, with becoming senile. It is a difficult thing to accept the
act that one is losing one’s faculties, that one is getting older.

Unfortunately, too, the deaf have very often been the object of
ridicule. T experience this in my own profession. The first thing that
a young neophyte actor will do when he is asked to portray an older
person, 2}? will put his hand behind his ear and say, “Hey, what did
yousay ?

All these things are a terrible burden to the person who has to face
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up to the fact that he has a hearing handicap. Once the person recog-
nizes the fact that they must do something about their hearing, they
will go to somebody else who has bought a hearing aid and say, “What
1s your experience ; what have you done ?” And “How did it work out ?”

Usually it it not too successful because the first person waited
so long to get a hearing aid that by this time their adjustment to a
hearing aid is not very good. Neither is their advice. So the newcomer
goes into the field of purchasing a hearing aid with one strike against
the audiologist, one strike against the hearing manufacturer, and sev-
eral strikes against the whole subject. .

They will go into some local dealer. If they are lucky, they will
go to a good specialist first. But usually they will go into the closest
and most convenient place to say, “I want to buy a hearing aid,” with-
out knowing any of the steps that need to be taken.

The hearing aid dealer, often not knowing what really can be done
to help this person, will put a hearing aid on and send him out into
the world—not well cared for, and not completely satisfied. So, there
is a continuation of the cycle of misunderstanding and misfitting and
“misknowledge” is a word that I will coin, so that really there is no
competition. People do not know how to shop for a hearing aid; they
don’t understand.

Senator CrurcH. How do you think that this could be best recti-
ﬁed1 ? ;N'hat ideas would you have to offer for breaking into this vicious
cycle?

Miss Fapray. I think this is a responsibility that the hearing aid
nlllanufacturers must take, and I would like to offer a suggestion to
them.

Their expensive and extensive advertising campaign that they do
to sell their hearing aids is still based mainly on the fear process:

We can sell you a hearing aid that won’t be seen. Our hearing aid can be
hidden in your hair, in your ear, in your earring——we can do everything except
grow hair on our hearing aid.

It perpetuates the stigma that is attached to wearing a hearing aid.

T think the greatest service that the hearing aid industry could do
would he to do a complete about-face in the hearing aid selling cam-
paign. Let people become aware that it is not something to be ashamed
of. to be hearing handicapped. :

T am snre most of us here can remember that there was a time when
we would prefer to fall down an open manhole rather than be seen
with glasses. A successful publicity campaign through the vears by the
eveclass manufacturing industry has made glasses not only acceptable
but chic. I think very much the same thing can be done with hearing
aids.

Stiema Must Be OverRCcOME

I think it should be done not only from the cosmetic point. of view
of the hearing aid but I think it should be done in the over-all knowl-
edge of what hearing handicaps are. They should help take away the
stigma, not perpetuate it by vanity and fear advertising,

The main reason I stood up to be counted as a person with a hearing
handicap is because when I became aware that I had a hearing prob-
lem, I didn’t know of one single person other than Eleanor Roosevelt.
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who was a few years older than I was, who admitted to wearing a
hearing aid. :

I felt that it would be a contribution on my part to let people know
as she did, that there was someone other than those eligible for social
security who would admit to wearing a hearing aid and who was rela-
tively young, relatively successful, and still fairly attractive in the
public’s eye and that I was not ashamed of being hard of hearing or
ashamed of wearing a hearing aid.

Senator CHUrcH. Senator Carlson, do you have a question?

Senator Caruson. Well, first, Miss Fabray, I want you to know I
appreciate your appearance here because I am one individual that
has enjoyed seeing you on television.

I never thought as I viewed your performances that you ever would
be testifying here, but I am delighted you are.

Miss Fapray. Thank you.

Senator Carrson. I shall not go to any great length.

You have mentioned, I think, one of the problems that is confront-
ing the individuals who purchase these hearing aids.

The industry, itself, has some problems in this, I am sure you will
agree, because as we gathered this morning from Dr. Stewart and
others, the industry, itself, has been the one group that has really
developed these instruments.

I just wondered from your own experiences what leads you to believe
that these hearing aid prices are unreasonably high except the fact
that they are so many dollars in cost?

Miss Faepray. My information came to me from the head of one of
the largest and most reputable manufacturers in the country. The
information was given to me in confidence that it is possible today
to manufacture a very, very fine hearing aid in the area of $80 and
that this is today marketable in the amount that I told you.

These are facts that came to me—I don’t like to say from the horse’s
mouth, but that is the old cliche.

Senator Carrson. Isn’t it reasonable to assume then under those cir-
cumstances and if that develops to be the case that the industry, itself,
soon will find itself in a position where they will again reduce some of
these prices?

Miss FaBray. Yes. I agree with what Senator Church said that
much of what they have done is the expenses they have had going into
research, but we have now reached the point of miniaturization and
there is no longer any reason why the great market that is available to
the manufacturers should not be tapped. They have not really and
truly begun to tap their market and they are not going to do so as long
as they charge $200 and $300 and $400 per hearing aid.

Senator Caruson. You have added much to the hearing and we ap-
preciate 1t.

Miss Fasray. Thank you.

Mr. MrLer. Might T address a question to the lady?
tOS{.-;na,tA)r CraurcH. This is Mr. Miller. He is the minority staff direc-

r here.

Mr. MivLer. I think I am taking advantage of my appreciation of
Miss Fabray’s appearances on television, if you will forgive me for
getting in the act.
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Miss Faeray. I think all men in Congress and in the Senate are
hams at heart; I think that is what brings them here in the first place.
Mr. MiLer. And their staff, too. )

Miss Fapray. And by some of the legislation I have read, I think
they should have stayed in show business or gone into it.

Forgive me, sir. I am not being personal in this particular.

Mr. MiLLER. You comment about the price being a deterrent to peo-
ple getting hearing aids. Also you have earlier commented about an
unwillingness of people to go and get the service, and 1 am sure that
there is an element of selling cost involved that also relates to price.

I am not suggesting that either you or I would know the answer,
but don’t you feel that this is a kind of a chicken-and-egg proposition,
to some extent ?

Miss Fapray. Yes; it really is. I think again that part of the soul-
searching the manufacturers and the dealers must do 1s that they must
work out among themselves a simply worded manual whereby the
hearing aid consumer will learn how to wear a hearing aid.

Resurrs AR Nor INSTANT

Most people don’t know when they go in to buy a hearing aid that
they will not get instant results. It is not like putting on a pair of
glasses and having your vision improved. It takes time to learn how to
wear a hearing aid and it takes time to get used to wearing a hearing
aid. It took me 6 months of hard practice to be able to hear well.

One of the main mistakes that the hearing aid consumers make is
that they save up their hearing aid. They put it in the drawer and take
it out now and then and they use it for when they “think they need it.”
The places they usually think they need it are the last places they will
get used to wearing it—in the theater, in restaurants, in public places,
at home in social groups.

One must learn how to begin to wear a hearing aid in the quiet and
privacy of one’s home or in a controlled-sound situation. I have yet to
meet one hearing aid dealer who has known in fact how to teach a new
purchaser to wear a hearing aid. I have not met one who knew that
this is the way it should be done. I had to discover this myself.

Mr. OrroL. In your capacity as one who receives mail from thousands
of people who write to you because they cannot get information any-
where else, I wonder whether we might give you a copy of this publica-
tion put out by the Department of Health, Education, and Welfare and
after you have had time to review it give your reactions on how much
practical help it gives.

(The booklet referred to follows:)
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Everyone with a hearing loss, young or old,

ChOOsing child or adult, faces a difficult problem when choos-
ing a hearing aid.  Yet such an aid may be neces-

a hcarlng sa;y if he is to play, to learn, and to work with
others.

aid

At the present time, no single kind of hearing
aid can best serve everybody. If you have a hear-
ing problem, you may need help to get the right
one. This leaflet gives you some suggestions.
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MARY E. SWITZER
Commissioner of Vocational Rehabilitation
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SELECTING A HEARING AID
HOW CAN A HEARING AND SPEECH CENTER HELP?

WHAT 1S A HEARING AID?




THINKING ABOUT GETTING A
HEARING - AID?

You may not be able to use a hearing aid per-
fectly the first time you wear it. You have to
learn to hear with it. This takes patience in get-
ting used to new sounds. Most hearing and speech
centers, and some hearing aid dealers, have special
training programs to help you.

Children as well as adults often need hearing
aids. If you think your child needs one, the sooner
you get an expert’s opinion, the better. The hear-
ing aid may help a very young child to taik, later
it may help him to get along better in school. If
he has a severe hearing loss, he will probably need
special training in addition to the hearing aid.

BEFORE YOU BUY A HEARING AID

See a physician, preferably an ear specialist,
known as an otologist, or otolaryngologist.

He will look for causes of the problem and
solutions to it. The causes may be as simple as
wax in the ear, or as common as a cold or an allergy.
Other diseases and conditions may be more serious
threats to health and hearing.

The medical ear specialist tests hearing and
may refer you directly to a hearing aid dealer.
Sometimes the ear specialist may refer you to a
hearing and speech center for additional audiologi-
cal (hearing) testing. The tests made by an audi-
ologist describe the hearing problem and tell how
serious it is.



The ear specialist may recommend medical or
surgical treatment or a hearing aid. Early trea?-
ment may prevent further hearing loss—this is
especially true for children.

After the hearing tests, the ear specialist or
the audiologist will be able to decide whether a
hearing aid is needed. If it is, he will then suggest

which kind, since the decision depends upon the
type of hearing loss, its severity and other factors.
The specialist or hearing and speech center may
suggest a specific name-brand of hearing aid, or
may make general recommendations about the
kind of aid you should buy.

SELECTING A HEARING AID

Compare for clarity and quality of sound.
Listen to familiar voices with each of the
aids.
Compare how well you understand speech with each
of the aids,
Listen in noisy places as well as in quiet.
Try the aids outdoors as well as indoors.

Compare for comfort and convenience.

Shape and color of the aid have no effect on
the quality of the sound you hear.

Controls should be easy to operate.

Batteries, parts and ‘minor repairs should be
available locally.
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Compare costs.
Any aid is costly if it is not used.
There are differences among prices of hear-
ing aids.
A low priced aid may be just as satisfactory
as a high priced aid, depending upon your
needs.

Does the price include the car mold (in-
sert), the cord and the recciver and the
battery?

Ask about the costs of batteries for each aid.

Compare extra services included in the price.
Is therc a money back guarantee?
Do you understand the guarantee?

Does the dealer give you a convenient re-
pair and replacement service?

Will the dealer help you to learn to usc
your aid?

HOW CAN A HEARING AND
SPEECH CENTER HELP?

The audiologist in a hearing and speech center
can make a thorough, ngn-medical study of your

hearing problem. The centers do not have a com-
mercial interest in hearing aids, but they do have
the staff and instruments to help you decide
whether an aid will be of benefit. The non-medical
tests describe how well you hear at different levels
of loudness, under different noise conditions and
for different speech sounds. Hearing and speech
centers will compare how well you hear when using
different thakes and models of hearing aids.

O
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The centers can help you make better use of
whatever hearing you have. This is done by les-
sons in auditory training and lip-reading. Such
training is especially important for some kinds of
hearing problems. There will be special classes for
children.

Speech and hearing centers are located in uni-
versities, schools, hospitals and rehabilitation cen-
ters. Others are separate centers supported by
the community.

WHAT IS A HEARING AID?

The hearing aid is a miniature amplifier—it
makes sounds louder. A very small battery, the
microphone and transistors are all in one case.

The tiny loudspeaker is called the receiver or
earphone. Sometimes the loudspeaker is attached
to the case by a wire, but in most cases it is placed
inside the case. Wheén this receiver is inside the
case, the sound is carried to the ear by a small
plastic tube.

The receiver is connected to a small insert or
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earmold which fits into the ear canal. A properly
fitted ear mold is important for comfort.

Basic kinds of aids

Air conduction hearing aids direct the sound
into the opening of the ear canal.

Bone conduction hearing aids apply the sound
to the bone behind the ear.

Monaural hearing aids are used for one ear only.

Binaural hearing aids consist of two complete

" aids, one for each ear.

A Y-cord which has two receivers, one for each
ear, can be attached to a single hearing aid.

Basic models

Hearing aids can be worn on-the-body or at ear
level. On-the-body models can be carried in a
pocket, pinned to clothing or worn in a special
carrier.
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Ear level models
include behind-the-ear
models, eyeglass
models, and

in-the-ear models.

In eyeglass models,
the hearing aid is

built into the frame,
[y
(@2}
f .In-the-ear models are so
o small that all of the parts
17 fit into a case, most of
O which can be inserted

into the ear.
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MORE INFORMATION
IS AVAILABLE FROM THE
FOLLOWING SOURCES

Your doctor.

The Speech and Hearing Service in your State
department of health, or in your State crippled
children’s agency.

The State Vocational Rehabilitation Service.

Hearing and Speech Centers (you can get a list
of the centers near you from the above State
agencies).

The Veterans Administration, Washington,
D.C.

Organizations and Professional Associations:

American Academy of Ophthalmology
and Otolaryngology

15 Second Street, S.W.

Rochester, Minnesota 55901

American Hearing Society
919 18th Street, N.W.
Washington, D.C. 20006

American Speech and Hearing Association
1001 Connecticut Avenue, N.W.
Washington, D.C. 20006

Alexander Graham Bell Association for
the Deaf

1537 35th Street, N.W.

Washington, D.C. 20007

Hearing Aid Industry Conference
437 Merchandise Mart
Chicago, Illinois 60654

National Association of the Deaf
2025 I Street, N.W., Suite 311 o
Washington, D.C. 20006

o
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Miss FaBray. Fine.

Mr. Orror. Do you think that there is a Federal role here in terms of
consumer education perhaps in conjunction with industry, perhaps
independently ? What do you think the role of the Federal consumer
information effort should be?

Miss FaBray. Well, let me explain it this way, if I may. When I knew
that I was going to appear here, I asked for some literature that would
help me fill in many of the gaps in my overall knowledge of the
subject.

I]can only tell you that there is so much literature available to the
public that I have yet to wade through about a third of what was sent
to me. What you have here, this teeny, tiny, lovely little booklet, I wish
that it were all as simple as this.

Everything possible should be done to make such information more
readable to the average person. My belief is that there should be a
central clearinghouse for information that would go out, some kind of
Federal clearinghouse for basic information, that would go-out to
people who write about their hearing problems and about their hear-
inghandicaps and about schooling.

This is a very big order, but many of the letters that I get have an
enclosure in it that says, “Here is a book that was sent to me when 1
wrote away and asked for help,” and it will sometimes be a volume that
ishalf an inch thick listing all the agencies and places that they can go,
and I can’t wade through 1t myself.

They ask, “Will you check some place forme to go ¢”

This is very diflicult and it certainly is not the purpose that the
booklet was written up for in the first place.

b I don’t know the answer to that, but something most certainly must
e done.

Senator Caurcu. Miss Fabray, you certainly have been an excellent
witness. We appreciate your coming here.

Your mentioning the need for learning how to use a hearing aid and
how few people do acquire them are given training in this respect
comes close to home with me because we have had that experience in
the family just recently. It is just precisely this:

A $300 hearing aid is not being used correctly and, in fact, it is not
being used at all simply because this kind of understanding and train-
ing has not accompanied the piece of equipment.

Miss FaBray. Yes.

Senator Caurca. And that, is seems to me, is certainly one of the
real shortcomings in this whole area.

Miss FaBray. Very much so.

Also, I think that something must be done to make people know
that they should begin to wear a hearing aid as soon as possible after
they notice that they are beginning to have a hearing problem. I was
guilty of this neglect myself.

A new hearing aid is so radical an adjustment for a person who has
waited a long time that it is an overwhelming experience for the hear-
ing-handicapped person to go through.

I can better explain it by saying, and this is an example I quite
often use when I try to convince someone they must wear a hearing
aid early to keep their hearing ability up—Ilet’s say a person with a
sight problem, weak eyes, who is affected by light might say, “Well,
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I am going to sit where it is comfortable to me in a semidarkened room
and I will only use my eyes when I need them; I will not use my eyes
outside. I will not go out and expose myself to light.”

Well, you might sit in a dark room for a couple of months and say,
“Now I will go out.” Believe me, when you go outside finally, gou
would be so totally overwhelmed by the light that your eyes would be
useless.

Very much the same thing happens to a person who has waited until
their hearing level is down to the point that they have become used to
a world of semisilence. When they put the hearing aid on and turn it
up the volume they can expect from a good hearing aid, they are over-
whelmed by the new sound and they toss the hearing aid into the
drawer. They say, “I cannot use it; it is too much for me.”

Senator CuurcH. Thank you very much—very fine testimony.

Miss FaBray. You are very welcome. )

(The chairman, in a letter written shortly after the hearing, ad-
dressed several questions to the witness. The questions, replies, and
additional information follow :)

Question 1. What indications do you have from the mail you receive that
door-to-door salesmen of hearing aids are at work in a fairly large number? Do
you believe that most of them do on-the-spot testing?

Answer. My mail does not indicate any clearly stated activity of this nature.
What does seem to happen in certain areas are household calls in response to
mail requests or telephone calls of inquiry by the prospective client. I would still
hesitate to characterize this practice as common, however.

What is a very common practice, however, judging by my mail, is the basic
lack of information to the consumer that he or she may not be helped by a hearing
aid. With this practice almost invariably, goes a non-return selling technique.
The consumer is often too desperate to accept the possibility of non-help, and
some of them seem to buy three or four, or even more hearing aids, in the hope
that a different model will give better results. By inference, the salesmen in-
volved are pandering to fear—in the same way that cancer quacks procure
victims. The instruments involved are extremely efficient and highly developed
mechanisms, and the real differences between them are not that great in quality.
Too often, however, the salesmen are peddling miracles. Whether that process is
door-to-door, by house call, or by simply withholding the basic fact that not all
people can be benefited by hearing aids, it seems to me that the Federal Govern-
ment should set standards in this area that permit no evasion. This practice of the
‘hard sell’ and miracle working, is a great disservice to the legitimate dealer,
the manufacturer, the consumer, the subject of hearing aids in toto, and in my
opinion when it victimizes people by chicanery, is criminal to the same extent as
selling cancer cures by electrolysis.

Also, in terms of your question about “testing”, it seems to me that standards
should be set in this area as well. I know of several states in which the only
real requirement to prescribe and fit hearing aids is a high school diploma.
Compare this to the training and skill required of an optometrist. If anything,
the ear is an even more delicate mechanism than the eye, and a hearing loss
can actually be intensified by slapdash approaches. Also, most tragically, a high
school diploma in no way prepares such personnel to distinguish between basic
types of hearing loss such as nerve damage and otosclerosis. One type needs a
hearing aid. The other is magnificently operable, as in my own case.

Question 2. You call for training of ‘“‘technicians and other personnel” to
relieve work pressures on professionally trained specialists. Who, in your opin-
ion, should provide that training? How can participants be enlisted?

Answer. The field of audiology as a medical specialty is comparatively new.
1t is only in the past 10 to 15 years, due almost entirely to miniaturization and
the mercury battery, that hearing aids themselves have become sophisticated
and adjustable devices of an almost infinite range. Audiology, to oversimplify
the matter, used to have the knowledge without the instruments. Now, of course,
a skilled audiologist can prescribe a hearing correction in exactly the same
degree of excellence as an optometrist.

98-912—68. 5
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Unfortunately bowever, the supply of audiologists, even the public knowledge
of their existence, is staggeringly behind the need. The situation is complicated,
as you know, by a power rivalry between the audiologists and the dealers. That
must inevitably be resolved, by time if nothing else, into the same form of rela-
tionship between the two as that between the optometrist and the optician.

Meanwhile, however, a great many hard of hearing people cannot wait. They
need help now.

The only possible bridge betiveen these two rivalries at the present, ‘it seeins to
me, and in terms of the acute shortage in the field of audiology, is the special
training of technical personnel for the interim. They should be trained exactly as
x-ray lab technicians are trained, or medical assistants, nurses, therapists,
pharmacists, ete. They should be licensed only on the basis of such training, and
divorced completely from the selling process, exactly as their technical counter-
parts in other medical fields. The dealers will not like this, because of the higher
costs involved. The audiologists will not like it if it threatehs the growth of their
field.

For these reasons, I strongly believe that the manufacturers should be'required
to provide such training facilities, under self-imposed standards regulated and
reviewed by the Federal Government. From conversations I have had with manu-
facturers on very high executive levels, I would not be greatly surprised to find
them extremely receptive to a no-choice directive in this direction. Most of them
are trapped in their own merchandising methods.

Such trained personnel would be an immediate relief to the situation, and would
have the effect I believe, of widening the sales market substantially. Naturally,
they should not be permitted to substitute in any way, for audiology. Difficult
cases should be referred, both by the dealer and the technician. .

As to recruitment in this field of technology, I believe that can be accomplished
on the same basis as the enlistment of laboratory personzel in the medical pro-
fession; i.e. the higher the training, the higher the pay. It might be argued, and
probably woiuld be argued by the dealers that this would raise the costs of ‘their
operations. I doubt it seriously in terms of the increased confidence of the public,
and the widening market that could be anticipated. It is no great secret that the
dealers, and many manufacturers along with them, have a word-of-mouth public
image that borders dangerously on'a racket. The fact that only a small fraction
of the dealers involved are responsible for this image is 'the real tragedy of the
situation.

Question 3. You were asked at the hearing whether you could evaluate federally
sponsored information publications related to hearing loss. If at all possible
we would like to have additional discussion from you on this poini.

Answer. I can evaluate them only in terms of simplicity. Most of the publica-
tions 1 read, tend to be prepared on a medical basis. Most of the people I hear
from directly would not have the slightest idea of what some of these publications
are trying to say. My father, as an example, is ‘83 years old, never graduated
from high school, ‘and finds it difficult to remember anything except baseball
scores of the past 20 years. His Medicare Bulletin is completely incomprehensible
to him. (I'm not sure I understand it either.) You can well imagine how much
he would get out of an esoteric manual on the “audiometric decibel loss in an
uncontrolled sound environment,” or the “apparent distortion tolerance” a con-
sumer can expect from a hearing aid. It is roughly like expecting a man who
needs a pill to study chemistry.

The most notable thing about my ccrrespondence in this field, is that if the
people writing to me were smart enough to understand such things, they wouldn’t
be writing to me. I even had a letter from one 80-year-old woman, who had been
told in considerable detail by a dealer exactly what to expect from a hearing aid.
Her complaint was that she couldn’t hear what he was saying. I don’t know who
is more to be pitied, the old lady or the dealer.

The point is that the general public tends to need protection more than advice.
If a person who can get help from a hearing aid is properly fitted, with the
proper instrument, properly maintained, and properly prescribed, they will be
helped. If not, they should have the right to bring it back. This provision alone
would stop more huckstering, hard selling, and promises of miracles, than any-
thing else that could be done. Along with the factual information ‘this would
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a small improvement can be expected—the onus would be on the dealer to show
his client how to actually use the instrument, and how -to get the most possible
help from it.

‘Any federally sponsored publications should outline to the consumer the bald
facts of the matter, and offer some recourse, in simple terms, to a regulation of
mis-use.

Finally, if I may, I would like to answer a question which was not asked
of me, and which I refrained from injecting into the records of your admirable
subcommittee study.

At one time or another, during the past 10 years, I have been asked by every
major manufacturer of hearing aids, and one extremely bad Japanese import,
to endorse their products, to “join” their marketing efforts, even to take fi-
nancing for a nationwide chain of hearing centers. I daresay I could make a
profit on my hearing handicap, and I know that by example if in no other way,
I am constantly used by the industry to sell hearing aids. My picture appears
on bulletin boards in every major hearing center in the country, and that's
fine with me as long as I endorse only the subject, not a particular make.

“MADISON AVENUE MARKETING”

But I find this Madison Avenue approach to marketing hearing aids offen-
sive, if only by implication. Hearing aids are not merchandise, They are, to
a great many millions of people, an absolute medical and social necessity—
with the unfortunate status right now, of a considerable luxury. This should
not be so. Hearing aids should be made fully available, as cheaply as possible,
and to the most people. Those who want cosmetic versions, hidden in eye-
glass rims (and less efficient because of it), should have the right to pay three
and four hundred dollars for their vanity, and welcome to it. But those who
need this kind of mechanical help and do not have that kind. of money, should
have a model available to them on a more realistic cost structure.

From my contacts with manufacturers, I know as a simple fact that they
themselves have become enmeshed in their own merchandizing methods, and
would welcome a way out, if only to get into a mass market they know
exists and which at the moment they cannot reach.

Significantly, the year to year sale of hearing aids does not increase appre-
ciably, although in terms of longevity and the population explosion among
the aged as elsewhere, the need certainly increases. Also, our civilization is ex-
tremely hard on the hearing capabilities of our general population. We can
expect an even greater need, year after year. Yet there is no comparable ex-
pansion in the market for hearing aids. Part of it is ignorance or fear or vanity,
part of it is word-of-mouth dissatisfaction, part of it is resistance to hard-sell
quackery, but most of it is economics. It is easier to remain deaf than go into
debt on Social Security.

At the moment both the Federal Government and State governments lag behind
the rapid development of the hearing aid, in regulation and in direction. In one
area specifically, the Federal Government is actually hindering an improvement
of the situation—the Veterans’ Administration knows more about hearing aids,
having spent literally millions of dollars of the taxpayers money to acquire the
information, than any other possible source in the country. That information
should be a bedrock of your subcommittee’s discussion of standards, ethical pro-
cedures, and the economics of hearing problems of the elderly. The VA does not
pay three and four hundred dollars apiece for hearing aids, and the devices that
have been developed to their-requirements are of precisely the character and cost
that are needed in this situation.

I hesitate to broach this subject before your committee, because the solution is
beyond my capabilities, and because wiser heads than mine are needed in this
area. I know the subject quite well in human terms, however, and the time is due
for relief. Our Senior Citizens are also veterans.

Senator CrurcH. Our next witness is W. Dixon Ward, professor of
audiology, University of Minnesota. ’
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STATEMENT OF W. DIXON WARD, PH. D.,, PROFESSOR OF
AUDIOLOGY, UNIVERSITY OF MINNESOTA*

Mr. Warp. I am in the research department and not strictly an
audiologist, but an experimental psychologist.

Senator Caurca. We are happy to welcome you.

(The prepared statement by Mr. Ward follows:)

PREPARED STATEMENT OF W. D1xoN WARD, UNIVERSITY OF MINNESOTA,
DEPARTMENT OF OTOLARYNGOLOGY

The topic which I had been assigned to discuss is “Rising Noise Levels and
the FElderly.” The implication of the topic’s particular phrasing is that noise
levels are rising steadily, and that there will therefore be more individuals who,
in old age, will have high-frequency hearing losses caused by noise, and who
therefore will be in need of some type of help as the further loss of bearing as-
sociated with aging per se—so-called “presbycusis”—gradually develops. How-
ever, a survey of the available literature convinces me that there is at the mo-
ment no good evidence that the problem of elderly hard-of-hearing patients is nec-
essarily going to be any worse in 30 years than it is right now.

It is true that, on a national scale, noise increases (although the widely-
quoted value of an increase of one decibel per year is a bit of nonsense that
never had much basis in fact, but continues to be perpetuated because it is such
an easy number to remember. Tractors and trucks, for example, as well as air-
craft, have become more noisy, as emphasized at our recent NIH-sponsored Sym-
posium on Noise as a Public Health Hazard. The increase in noise, however,
does not mean that there must also be a concomitant increase in the amount of
noise exposure of the average man.

There are several good reasons for believing that noise-induced hearing loss
might in the future actually decline. For instance, increased automation reduces
the number of men employed in certain noisy industries. Also, hearing conserva-
tion programs are being inaugurated by an ever-increasing number of indus-
tries, programs that often result in much wider use of ear protection by per-
sons exposed to the more intense noises. Finally, if the anti-gun fanatics have
their way, there will be fewer and fewer hearing losses caused by gunfire. So
the question of whether or not there will be a higher proportion of elderly citi-
zens with hearing problems several years from now than there are now is, in
my opinion, still moot. The absolute number of such persons might well increase,
because the total population continues to increase; however, I would personally
not be surprised if the percentage actually drops.

Another group of questions to which I have devoted some time in keeping
track of deals with the relations among noise-induced hearing loss, presbycusis,
and hearing aids. Both noise-induced hearing loss and presbycusis typically lead
to an audiogram that indicates marked high-frequency loss of sensitivity, but
with near-normal ability to hear low frequencies, so that in severe cases the
persons hear only a low rumble when someone speaks, with most of the con-
sonants not heard at all. And the trouble is not completely taken care of by a
hearing aid that amplifies the high frequencies but not the low frequencies,
either—indeed, despite the arguments of some hearing-aid salesmen, there is
very scant evidence that such selective amplification helps at all. Thus even if
the amount of hearing loss in the elderly were on the increase (which, as I said
before, is still a moot point), much more research must be conducted before
one can accept the contention that many of these elderly can be helped appreci-
ably by giving them a hearing aid. Those who are helped, I suspect, are those
having not only a sensorineural hearing loss caused by noise or by aging, but
also a slight amount of conductive loss (a condition in which sound is prevented
from reaching the sensoring cells at all).

In conclusion, then, I have no evidence, after searching the available data
at hand, that hearing loss among the elderly is on the increase. And I em-
phatically insist that scientific evidence that when a hearing deficit is caused
either by noise exposure or by the aging process, the patient’s ability to under-
stand speech is enhanced by a hearing aid, is evidence that has not yet been
gathered. Much more research is necessary before we ought to embark on a
mass “fit-in-aid-to-the-elderly” program.

1 Additional information from Dr. Ward appears on p. 195.
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Mr. Warp. I was asked to appear because of the fact that I am
editing the proceedings of a symposium that we had about a month
ago on noise as a public health hazard, to speak on the topic “Rising
Noise Levels and the Elderly.” o .

Now the implication of the topic’s particular phrasing is that noise
levels are rising steadily and that there will be more ingividua,]s who
in old age will have high-frequency hearing losses caused by noise
and who therefore will be in need of some type of help as the further
loss of hearing associated with aging per se, which we call presbycusis,
gradually develops.

At our symposium, however, there were not any ﬁfures presented
to show that noise exposures are increasing. I have done my best to
find other literature that is relevant but I am afraid that you really
can’t draw a firm conclusion.

Now let me go into this. A survey of the present available literature
convinces me that there is at the moment no good evidence that the
problem of the elderly or hard of hearing patients is necessarily going
to be any worse in 50 years than it is right now. Perhaps it will be a
little worse in 30 years as our World War II veteran group reaches
the stage where presbycusis enters.

It is true that on the national scale noise is increasing and this was
stressed in our symposium. Tractors and trucks, for example, as well
as aircraft have become more noisy. But this increase in noise does
not necessarily mean that there must also be a concomitant increase
in amount of noise exposure of the average man. The noise is increas-
ing but the noise exposure is not necessarily.

Now as I say, I just want to present some of the opposing argu-
ments for this. There are several good reasons for believing that
noise-induced hearing loss might in the future actually decline. For
instance, increased automation reduces the number of men employed
in certain noisy industries. Also, hearing conservation programs are
being inaugurated in an ever-increasing number of industries. These
programs often result in much wider protection of persons exposed.
I think you will find that one of the problems that we have always
been afraid of was the jet aircraft worker but there were at least
five studies conducted—and I did one of them-—on the effect of ex-
posure to this jet aircraft noise in workers. The only thing I came
up with in my study was a couple of fellows who got some hearing
loss because they had been out shooting with a .45 without any hear-
ing protection. So you see, the mere fact that we have high noise levels
does not mean that you are necessarily going to get damaging noise
exposures.

Finally, in the line of reduction of noise exposure, if the antigun
fanatics have their way there will be fewer and fewer hearing losses
caused by gunfire.

INCREASES IN ABSOLUTE NUMBER

So the question of whether or not there will be a higher proportion
of elderly citizens with hearing problems several years from now
than there are now is in my opinion still moot. The absolute number
of such persons, of course, will probably increase because the total
population continues to increase. However, I would not be surprised
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at all if the percentage actually drops when the effect of present hear-
ing conservation programs begins to be felt.

Only the health surveys run by NIH can answer this: If they keep
track, if they take a random sample of the population every 10 years
and determine what the percentage of hearing loss in the elderly is, this
is the only way you can tell what will happen. I am saying that how-
ever it comes out, you can say, “I told you so.”

Senator CEURCH. What are these hearing conservation programs you
are talking about?

Mr. Warp. A hearing conservation program consists of measur-
ing the noise levels, going to damage risk criteria, determining whether
these levels in the amount of exposure, the duration involved, are
potentially hazardous to 50 percent of the population, and if so, in-
augélrating either noise reduction or hearing protection via earplugs or
muffs.

Senator Cuurcu. Fifty percent of the population?

Mr. Warp. Your damage risk criteria can be established on any
basis you want. You cannot set it so low that you are protecting 100
percent of the people. So you can set it 95, 75, 55, 50 percent. This is an
arbitrary judgment that is made when you set up damage risk criteria.

I have been involved in setting up such criteria recently, and although
we deal usually with median hearing losses when we are setting them
up there is usually a safety factor built in so that in the case of the
damage risk criteria that I was involved with, we are actually pro-
tecting at least 90 percent of the people against compensable hearing
losses—that is, handicapping hearing losses—after 20 or more years
exposure. This is the goal of these criteria.

Senator Crurca. How far has this effort reached? You speak of the
rising incidence of noise in our society. We are trying to develop a
general consciousness of the problems we face in the contamination of
our rivers and pollution of our air and this gets a considerable amount
of attention.

Laws have been passed in the Congress that establish standards
which we believe will bring the States into action in this field and some
progress is being made. Attention or talk or consideration is also being
given to the noise aspect of this general problem.

Mr. Warp. I suppose that is true but T am more familiar with the
efforts that have been done since this is my field; I feel that there is
quite a bit of activity along these lines.

Senator Crurca. This is interesting to me because if there is such an
effort, it is not reaching through to me as one citizen and it is not
getting anywhere near the kind of attention that has been given
in the mass media to the other aspects of the problem.

Mr. Warp. Well, it is because it is in a sense a problem that is dif-
ferent. I mean. the mere fact that it is called pollution does not mean
that it should be classed necessarily with air pollution or river pollu-
tion. First of all, it is such an easily reversible process you cut off
the noise and that is the end of the effects.

Senator CuurcH. But that is just the very point I am making. It is
only when these jets come in over a city to the point where you cannot
sit down in your backyard to conduct a conversation—when the
harassment. reaches that level—that somebody wants to say, “Is this
necessary? Is this progress? Is this the greatest society that ever
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existed when we cannot sit out in the backyard and. have an evening
meal or a conversation without being driven, into our homes?”

It really has.to reach that point before anybody. raises the question.

Now, the jets are still.coming over and we are still havin ale, same
problem, that very little progress seems to. be made. In Paris I re-
member the noise level got very bad because they liked to honk their
horns. In Mexico City it was, terrible at one time. They passed an
ordinance in Paris saying it was against the law to hopk their horn
and the automobile accidents went down 40 percent. And Paris be-
came a much more civilized place in which to live again. '

Do you know of anything comparable? You say noise control pro-
grams and so forth, or noise conservation programs.

Mr. Warp. These are all in industry.

Senator CHUrcH. These are all just in industry?

Mr. Warp. Yes. Of course there are citizen groups which are form-
ing to combat the sonic boom and related noises. We heard a very
entertaining talk by Mr. Ferry from Santa Barbara, Calif.,, at our
symposium. He hates all types of noises, including Muzak. I suspect
you know, you could go to the fellow who hates the robin stomping
on the lawn early Sunday morning.

“Senator CHURCH. Yes, you could go to that extent. But we seem to
be getting very close to the opposite extreme.

Mr. Warp. Yes, that is true.

Psycrorocrcat, Damace, Too

Senator CaurcH. That is what we are all being subjected To now.

Mr. Warp. Yes. The dividing line that sometimes is looked for is
the dividing line, between damaging physiologically and damaging
psychologically. Most of the noises today are psychologically irri-
tating, and eventually someone may show that they are damaging in
a real sense; nevertheless, there is an order of magnitude of difference
between the types of noise exposure that will cause complaint and
those that are severe enough to cause hearing loss.

The evidence on the extra auditory effects of noise was summarized
by a couple of fellows, one from this country and one from Germany.
The trouble is every time you take noise into the laboratory to study
its effects, the effects disappear, unless they have some effect on hear-
ing. People can work in the laboratory with high noise levels as—
high as you can tolerate. Given an arithmetic computation or some other
task, in all except the most boring of tasks they do just about as well
as in quiet.

How do you measure, then as a scientist, the effects of noise that
people say that there are in real life but then disappear when you
bring them into the laboratory? It is a good problem and we have been
wrestling with it for a good many years. . .

Senator CHURCH. Insofar as you know in your experience in this
field, the only places where nolse conservation programs are being
seriously undertaken are in industry. .

Mr. Warp. That is the only place where there is a pecuniary drive—
where management can finally be convinced that it is to their financial
benefit to protect the hearing of their workers.
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Another group of questions which I have devoted some time in
keeping tragz of deals with the relations among noise-induced hearing
loss, presbycusis, and hearing aids. ) .

Now both noise induced and presbycusis, typically lead, as Dr.
Stewart showed, to an audiogram that indicates a marked high-
frequency loss of sensitivity but with near-normal ability to hear the
low frequencies so that in conversation the people hear only the low
rumble that you heard from Dr. Stewart’s tape with most of the con-
sonants simply gone.

Now this trou%le, I want to say here, is not completely taken care
of by a hearing aid that amplifies the high frequencies but does not
touch the low frequencies, in an attempt to compensate for this
high-frequency loss. .

To a certain extent you can do this, but in the case of a high-fre-
quency loss it is my opinion—and it is not only my opinion—that
instead of being relatively refractory these high-frequency sensors
are actually shot so that when you raise the intensity.of this high-
frequency part of speech all you are doing is eventually stimulating
the receptors that are still patent, but which ordinarily serve lower
frequencies. Because of this, it was not surprising that, by and large,
as shown in a laboratory report during World War II, the best ampli-
fication for almost everyone was a flat gain.

Now in recent years there has been a lot of development done on
these hearing aids which amplify the high frequencies more than
the lows, but no one yet has done a good laboratory-type study which
could be done—duplicating the PAL Laboratory procedure—showing
that in fact you do get a greatly increased gain by this process in the
understanding of speech. _

Now perhaps such information is available among the hearing aid
dealers, because they are the ones that would benefit from such re-
search, but it is not published. So those of us who live in ivory towers
have no alternative but to say the evidence still remains to be presented
that this type of modified gain for the hearing aids will do the job.

It is my impression, talking to my colleagues in the audiological
field who are working with clinical procedures, that by and large
the old people who benefit from a hearing aid are not those with
presbycusis and/or sensorineural losses caused by noise, but rather
those who have a conductive problem, a problem with the middle ear
whereby the sound is impeded in its transmission to the inner ear.

Now this is precisely the type of hearing that is helped by an aid,
and it is also the type that is susceptible to surgery.

ApprrioNnanL ResearcE NEEDED

In conclusion, then, I have no evidence after searching the available
data at hand that hearing loss among the elderly is on the increase.
I emphatically insist that scientific evidence that when a hearing
deficit is caused by noise exposure or aging, the patients’ ability to
understand speech is enhanced by a hearing aid, is evidence that has
not yet been gathered. More research is necessary before we ought
to embark on a mass “fit an aid to the elderly” program, and even with
training this is true because the elderly patient presents problems that
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are not presented by someone that is as young as Miss Fabray, for
instance.

It is very much more difficult to teach the elderly to keep the aid
on; they get discouraged much more easily of retraining. It really has
not been established that they are capable. This loss of hearing asso-
ciated with presbycusis is at least in part attributed to degeneration of
nerves themselves, and if this is the case it may very well be that even
if we find something that will help the person with a high-frequency
hearing loss caused by noise exposure, this may not help the elderly
person.

I also have had recent experience with the hearing aid system. I had
four octagenarian relatives—two were nonagenarians—recently, and
three of them had typical presbycusis loss. One had a conductive loss
and the only one who benefited one whit from wearing it was the great
uncle who had the conductive loss. Nevertheless, the other three were
sold hearing aid after hearing aid by unscrupulous salesmen because
they xlzelre at that point where they just were trying anything to get
some help.

Yet despite this situation, I personally don’t favor paternalistic
regulation. You cannot protect people from their own stupidity, at
least that is what we South Dakota isolationists think.

Senator CuurcH. Can you educate them so that they will be better
aware of the nature of the problem and better able, therefore, to look
after themselves?

Mr. Warp. This would be my thought. If we were going to any sort
of regulation, I myself would merely like to see a forced money-back
guarantee for the first week. This is the thing that I would think
would clear up almost all of the ethical problems. If within the first
week of wearing a person could decide to return it or keep it, then
these hj(%h-pressure tactics would be reduced so drastically that I think
it would help quite a bit.

foenator HURCH. That is a very interesting suggestion, as a matter
of fact.

Any questions here?

Senator Cartson. Thank you, Dr. Ward, for your comments.

. I have a 12:15 luncheon that I must attend. I regret that I have to
eave.

Senator CrorcH. Thank you very much for being with us, Senator.

Thank you, Doctor, for your fine testimony.

Mr. Warp. You are welcome. And thank you.

Senator CrurcH. I see that Senator Scott is here to introduce our
next witness, Mr. S. F. Lybarger.

I want to say, Senator, before we begin that I note the hour is
20 past 12. In fairness to the spokesman here for the industry, we don’t
want to put them on the tag end of this morning and not have plenty
of opportunity for them to present their case. The hearings will go
on this afternoon, of course. We might get started now and then you
can come back after the lunch hour and continue with your presenta-
tion in the afternoon session.

Senator Scorr. Thank you, Mr. Chairman.
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STATEMENT OF HON. HUGH SCOTT, A U.S. SENATOR FROM THE
STATE OF PENNSYLVANIA

Senator Scorr. The gentleman who will now present the views of the
Hearing Aid Industry Conference could hardly be better qualified as
an expert and valuable contributor to the success of this hearing.
His own life’s work is right at the heart of the matter.

He has been in the acoustical and hearing field for more than
30 years. He is a graduate physicist and engineer with a career
specialty in the properties of sound and its amplification and transmis-
sion to help the hearing handicapped.

Secondly, he is executive vice president of one of the most respected
manufacturers of hearing aids in the world. _

Third, he has been chosen by his peers and competitors as president
of the Hearing Aid Industry Conference, which is their industry
association.

I may add that not the least of the qualifications of this remarkable
scientist, executive, and business leader is his lifelong residence in the
State of Pennsylvania.

I speak of Mr. Samuel Lybarger, who is executive vice president of
Radioear Corp. of Canonsburg.

Mr. Liybarger has been one of the prime movers in his industry and
I am told much credit is due to him for the strong advancement of the
hearing aid field. Twenty-two U.S. patents have been issued to Mr.
Lybarger. His major industry contributions have been in the areas of
technical measurements and standards for hearing aids and audiom-
eters and in the important area of ethical standards. .

So it is with considerable pleasure that I now introduce to you and
to the committee a man whose technical, executive, and ethical con-
tributions have done much for those in need of hearing help.

Senator Crurcn. Thank you, Senator Scott.

STATEMENT OF S. F. LYBARGER, PRESIDENT, HAIC, AND EXECU-
TIVE VICE PRESIDENT, RADIOEAR CORP., AND JOHN J. KOJIS,
IMMEDIATE PAST PRESIDENT, HAIC, AND PRESIDENT, MAICO
HEARING INSTRUMENTS

Mr. Livarcer. Thank you very much, Senator Scott.

Mr. Chairman, it is a pleasure to be here with you today. As Senator
Scott has mentioned, I am here as the president of the Hearing Aid
Industry Conference. I might mention also that I am executive vice
president of Radioear Corp., which has been a developer, manufac-
t‘tllirer, and marketer of hearing aids and related products for the past

years.

Since I stepped into this office in the Hearing Aid Industry Confer-
ence in midstream in relation to your subcommittee study, I am accorm-
panied today by Mr. John J. Kojis, who was president of the Hearing
Aid Industry Conference last year and who originated our communi-
cations with your committee. Because of this background, as the first
part of our presentation, I would like to ask Mr. Kojis for a statement.

Mr. Kojis.
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STATEMENT BY MR. KO0JIS

Mr. Kogis. Thank you very much, Mr. Lybarger.

As Sam has indicated, my name is John J. Xojis. Senator Scott asked
meto repeat that.

Mr. Chairman, for a long time I have realized that one of the great-
est difficulties involved in presenting a fair picture of our industry
and our activities 'has been the lack of our industry to communicate
effectively with the public. I have always felt that reasonable men
searching to answer a problem would, if they were armed with the
same facts, come to at least similar, if not the same, conclusion. It is
rﬁy hope that the presentations made here today on behalf of the

earing Aid Industry Conference will add to that essential bank of
facts that will help this committee in its work.

Since T am here to present a few comments about our organization,
I would like to have it known I cannot, and do not, speak for any
individual manufacturer.

Senator CHURCH. Are you, yourself, a manufacturer?

Mr. Kogis. Yes.

The members of our organization have set their sights for a high
level of achievement. From the basic scientific concepts, right through
the fitting and sale, and then the long service for the effective life
of the instrument, you may be sure progress has been made and will
continue at every level. Tﬁe entire 1ndustry is pledged to constant
improvement of our product, our marketing, and our service to the
user.

'We find we are more attuned each day to those age groups which
deserve, need, and get special attention so that they may become par-
ticipating and contributing members of our society. One of these
groups is the very young who need amplification, infants who are
profoundly deaf but who can benefit from hearing the most elemental
sounds, simply because they thus are made aware that there is such
a thing as sound.

Second, of course, we are particularly attuned to the elderly, and
are aware of the indigent elderly. Members of our industry provide
services to these users in thousands of instances throughout the Na-
tion every day. To this elderly group we are devoting a considerable
effort and we are responding positively to our responsibilities.

Tt is estimated that today there are about 4 million people with a
loss sufficient to require a hearing aid but who refuse to avail them-
selves of this help. The reasons for their reluctance to do something
about their hearing problems are multiple. They range from vanity
to prejudice, to lack of knowledge, to economics. We are certain that
one important cause of their remaining only on the fringe of society
is just plain lethargy.

Five-Year Deray Berore Here Is SoueHT

Tt has been established that the typical user of a hearing aid suffers
a significant loss for about 5 years before taking steps to get a hearing
aid. "Some people suffer with a substantial hearing loss for three or
four decades despite the fact that they are only marginally in touch
with society because of it.
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We have observed an unmistakable truth in our field—that most
people who are becoming deaf will not initiate a program to get help—
to get amplification for their residual hearing. The initiative in the
great majority of cases must come from our industry—the people whose
products can bring many of these hard-of-hearing people back into
a normal world of sound, productive work, and social participation.
I think you can all appreciate this point, especially with reference to
the elderly.

As manufacturers and dealers we have a special appreciation of the
relationship of the elderly citizen to our industry. Not only does he
form a substantial part of our market, but he also places on us special
demands.

But the help we can provide for them—in restoring the element of
brightness and worthwhileness to their surroundings and to their
lives—is often very difficult to render. I would suppose that many of
you can recount personal experiences with some of the elderly among
your family or friends that would illustrate the difficulty of getting
them to obtain hearing aid help.

Another factor that compounds our problems in helping the elderly
1s the matter of service. Again, please understand our concern for
our elders, but also do understand there is an enormous problem in
educating this group in the use of their hearing aids and assisting them
during their acclimatization to them.

SKILLED PERsONNEL NEEDED

Because of these factors, it is necessary for the dealer to have in-
creasingly intelligent and skilled technical sales personnel to perform
this rather complex practice of selling, fitting, and servicing hearing
aids. These people must be dedicated and well-trained in the technical
aspects of determining for each prospective buyer the manner in which
the hard-of-hearing person’s residual hearing may best be aided by
amplification.

Now, if I may, I would like to take just a few moments to amplify a
little of what Dr. Stewart said, I think it would be of help to this
committee. I realize the time is short so I will hold my comments down
to a minimum.

Dr. Stewart gave the illustration of the aids that we did have here,
and just recently I think some of you may have seen in the national
magazines an ear trumpet that we had out here, one very similar to the
one used by Queen Victoria, I think. There was another tremendous
ad run by a battery company showing a battery of 30 years ago used
with a hearing aid that was about the size of one used in a Mack Truck
and also a tremendously large headset. I think it is important for you
to know that the progress that has been made toward miniaturization
has been directed to try to avert some of the problems that Miss
Fabray brought up and those were the ones of vanity, primarily. Many
of us think it is more important for a hearing aid user to be wearing a
hearing aid that is 80 percent effective than to have one that is 100
percent effective and setting in a dresser drawer. There are times when
the tests indicate the tvpe of hearing aid which may be an extremely
large one, and we find that, the person who buys this is not particularly
interested in wearing it.
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Dr. Stewart also mentioned that there were aids that did have
adjustments. I might say that there are aids now on the market that
can be adjusted by the dealer for the various frequency responses.
There is no necessity to go back to the factory for these.

Second, there are a tremendous number of changes that can be made
in the response curves by addition of elements outside the hearing aid
itself, such as the earmold being vented, bored out or fitted with filters.
Filters range all the way from lamb’s wool to sintered stainless steel
filters. Batteries were mentioned. Senator Carlson asked how long
they lasted. There are hearing aids on the market that have batteries
that last for 500 hours.

Dr. Stewart brought out the audiogram.

Senator CaUurcH. May I ask, Mr. Kojis, when you say, 500 hours—
are you referring to miniature aids?

Mr. Kogis. Yes. I might say that it may be well for the committee to
take a look at what has happened in England where hearing aid
distribution has been socialized. As I look at the aids we have on
this table, I cannot help but be proud of what the hearing aid industry
has done. Without Government support or help we are far in advance
of the technological progress that has been made in England. I might
say that in England, too, even though hearing aids are available on a
fully free gratis basis, there are still a tremendous number of hearing
aids being sold by dealers who take the time to find the person that
has the problem. :

Dr. Stewart indicated, and I think you gentlemen did get a good
picture of what an audiogram was, but lest you be misin?ormed, an
audlogram in itself is not the perfect answer to fitting the hearing aid.
You cannot read the audiogram, select a hearing aid and walk away
merrily from the satisfied customers. If this were so, then I think what
we should do is have each company hire a certified, qualified audi-
ologist, analyze the audiograms that are sent to us, we could then
send the hearing aids out and things would go merrily along. We
are still, I feel, in an area where art rather than science is dictating a
great many of our answers. I know that Mr. Liybarger’s testimony
will answer a lot of the questions that I anticipate you will ask of us, so
rather than answer any questions now, let Sam proceed if it would
be your pleasure.

enator CHURCH. Yes. I have one question I would like to ask you
concerning the long-life battery you mentioned. What is the cost of
that kind of earphone?

Mr. Koais. The same cost as any other in that same category.

Senator CHurcH. The battery itself ?

Mr. Kosis. The battery is not any more expensive.

Senator CxurcH. Is that right 2

Mr. Koars. This is due to a special circuit that is used in the aid. The
aid is not as powerful as many of them, it takes care of lighter
losses and fulfills a need in the marketplace.

Senator CHURCH. I see.

I think since we are at 12:30 this might be a good breakoff place,
and then we will have the benefit of your full testimony without in-
terruption, if that is all right with you.

Mr. LyBarcer. Certainly, that is fine.
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Senator CuurcH. I would suggest that we adjourn for lunch and
come back again at 2 o’clock. .
(Whereupon, at 12:30 p.m. the committee was recessed until 2 p.m.
the same day.)
AFTERNOON SESSION

Senator CrurcH. The hearing will come to order.

Mr. Lybarger, we await your testimony this afternoon, so will you
please proceed at this time.

Mr. Lybarger.

STATEMENT OF SAMUEL F. LYBARGER

Mr. Lysarcer. Thank you, Senator Church.

Mr. Chairman, at this point I want to congratulate you and the
committee for the constructive approach that it has exhibited in servin
the interests and needs of the e}f erly. We are particularly intereste
in this present activity of your subcommittee because it will unques-
tionably provide impetus and momentum to the various arms and
disciplines of the hearing field in their many efforts to improve serv-
ice to the elderly.

Since my presence here today is to tell you about our organization,
I should like to make one point absolutely clear at the outset: I can-
not and do not speak for any individual member manufacturer: my
garticipation is strictly as the current president of the Hearing Aid

ndustry Conference.

Today we are talking about and dealing with the serious problem of
loss of hearing among people of all ages, one that strikes without
regard for age, economics, or social position. Thus we are confronted
with a national health problem. Loss of hearing is America’s No.
1 physical impairment. Approximately 8 million of our citizens are
afflicted, according to a U.S. Public Health Service study. Among per-
sons over 65, however, the hearing problem is particularly prevalent
and severe. In this group, more than 13 percent have a hearing im-
pairment. This age group of Americans over 65 represents over half
of all of our people with hearing impairments, again according to a
U.S. Public Health ‘Service study.

We have learned much in the past years concerning what can be
done to alleviate this impairment among people of all ages, but much
remains to be done.

Perhaps at this point I should pause for a moment to make sure
we all know what a hearing aid is. At the risk of being elementary,
I will just briefly say that today’s hearing aid is an electronic device
that amplifies sound for the individual using the hearing aid.

A person’s remaining hearing is all there is to work with in cases
of impairment. The task confronting hearing aid dealers is to build
up sound for the person with a hearing aid in order to reach as near-
normal hearing as possible.

The complete hearing aid has four elements—a microphone to pick
up sound, an amplifier, a tiny speaker, and a battery power source.
Some units have cords and nearly all have earmolds.

An earmold is usually a plastic plug that fits quite precisely the
conformation of the user’s ear. The earmold makes the whole instru-
ment more effective by transmitting the amplified sound to the ear
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canal. It is a difficult task to take an impression of the ear and to make
a good, comfortable earmold. Dealers are well trained and proficient
in this part of the fitting process, and they’ve been doing it for years,
of course. )

This work of fitting hearing aids requires special knowledge, train-
ing, and practice. In my judgment, the hearing aid dealer is eminently
qualified through his training and experience to do this work in a
most capable fashion.

The modern hearing aid industry is comparatively young, and cer-
tainly dynamic. This is especially true when you consider that the
great thrust forward in hearing aid performance and convenience
came in the last 15 years with the invention of the transistor.

. While I have been in and around hearing aids for more than 30 years,

I have seen firsthand—as a user and as a manufacturer—the revolu-
tionary changes in the size, convenience, and performance of hearing
aids which have come about in the past few years. '

6,000 Sares LocaTions

The industry has blanketed the country with inventories, sales and
service centers, and with qualified specialists in the fitting and use
of our product. Today there are approximately 6,000 locations staffed
by some 20,000 people, where you can walk in and get hearing aid
service—ranging from a new battery to complete repairs or replace-
ment parts—and of course you can buy a new hearing aid. These
locations are equipped with devices such as audiometers to determine
prospective users’ hearing aid requirements. We thus have taken
inventories and service locations to the people who need help, wherever
they are. In most towns of any size at all the consumer has a choice
of at least several different dealers and brands. Then, to receive this
total service, he may select from these trained specialists in fitting and
selling hearing aids and, if he wishes, have them come right to his
home for fitting and service. And, T might add, this home service is an
absolute must in many instances among aged customers, and this is
an important aspect of our responsibility.

These dealers provide the vital and costly after-sale guidance and
service that make the hearing aid a successful device for the user, a
service provided by no one else.

We are proud of the development of this vast distribution system,
Mr. Chairman. We believe it is a very substantial national resource in
the public and consumer interest and for the total American medical
and paramedical spectrum. With continuing refinement and intensifica-
tion of our coverage and marketing efforts, this resource will become
an even stronger base for continuing and expanding services to the
hard of hearing of all ages.

I know of no way to serve more people, more economically, more
satisfactorily, more promptly, or more reliably than by the expanded
use of this system.

Inherent in the industry today, then, is a remarkable distribution
system with the following priceless elements: (1) a widespread, diverse
inventory of products, equipment, and spare parts; (2) trained special-
ists in fitting, sales and continuing after-sales services, reliably serving
every community in the Nation; (8) reliable and responsible business-
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men operating on a competitive, profit-oriented, long-term basis—all
playing a role in putting the hearing aid as a public health asset at
the disposal of the citizen in need, when and where he needs it.

We believe the U.S. Public Health Service figures testify to the
success of the system. The Service says 93 percent of hearing aid
wearers who use their aids constantly are satisfied with the perform-
ance of their hearing aids. We submit that this figure is hard to beat in
any industry.

Now, I should like to tell you what the Hearing Aid Industry Con-
ference is and what we do, and it seems fitting to read you the “pur-
pose” of our organization as defined in our bylaws. Article IT states
that the purposes of the organization are:

HAIC—STATEMENT OF PURPOSES

1. To establish, foster, and advance the usefulness of the members
and their various electro-acoustic hearing aid products to deafened
humanity.

2. To cooperate in and contribute toward the rehabilitation and
readjustment of the deafened, to enable them to increase their useful-
ness to society.

3. To collect and disseminate trade statistics and other useful infor-
mation ; to carry on and assist in researches, investigations, and experi-
ments in connection with the said trade to advance any objects or
purposes of this organiaztion.

4. And, finally, to voluntarily extend aid or assistance, financial or
otherwise, and to cooperate with such private or Government bodies,
corporations, associations, institutions, societies, agencies, or persons
as are now or may hereafter be engaged in while or in part in the
furtherance of the objects and purposes herein named. :

Mr. Chairman, I am able to report to you today most genuinely that
the Hearing Aid Industry Conference is successfully pursuing and
accomplishing these objectives.

The Hearing Aid Industry Conference is a 12-year-old national
association of manufacturers of hearing aids and hearing-aid com-
ponents. Membership includes companies which manufacture or sell
nationally approximately 85 percent of the hearing aids in the United
States today.

Perhaps our function and goals will be explained in part by the code
of ethics® for the hearing aid industry, prepared and subscribed to
jointly by the Hearing Aid Industry Conference and the National
Hearing Aid Society. The code of ethics is a voluntary effort that
signifies an intent to provide the best possible service to those who
are hard of hearing and to the public in general. With the code our
Hearing Aid Industry Conference members recognize a special re-
sponsibility to the hard of hearing. And we pledge to provide the best
possible service, understanding, and technical assistance to help them
derive the maximum benefit from their hearing aids.

The code of ethics states that all advertising and public announce-
ments covering hearing aids and other industry products relating to
the performance, appearance, benefits, and use of hearing aids will
state only the true facts and will not, in anyway, attempt to misrepre-

1 See p. 298 for complete text.
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sent products or mislead the consumer. This code of ethics was adopted
in January of 1960 and was revised in January 1963. It is interesting
to note that this industrywide voluntary effort preceded the action by
the Federal Trade Commission in updating the trade practice rules,
which today closely parallel our code. The Commission’s action came
in 1965.

The Hearing Aid Industry Conference performs some vital func-
tions for the industry in the public interest—several have been men-
tioned—and I want to tell the committee somewhat more about these
activities.

The Hearing Aid Industry Conference’s public service and public
education programs have included participation Better Hearing
Month, pu‘bIl)ication of information brochures on hearing and hearing
aids, development of a world’s fair hearing display, production of an
historical hearing-aid pageant, sponsorship of a nationwide program
to provide free hearing tests by telephone, participation in numerous
research and technical standards committees, the donation, through
individual members, of a great many hearing aids each year.

‘While there are hundreds of examples of this kind of philanthropy
and a dedication to furthering the state of the art by dealers and mem-
ber manufacturers, one of the most interesting efforts was our joint
effort with the dealers in establishing for the people-to-people proj-
ect’s SS HOPE a complete hearing aid setup, with audiometers, in-
ventory, spare parts and batteries and all of the rest that is required
for an ongoing service of this kind. The ship this year is in Ceylon.
The Ceylonese ambassador, as well as the #OPE management and its
staff audiologist, were so grateful and pleased I shall never forget it.
Tt is a source of continuing joy to know that hundreds of people on
that remote island of Ceylon are today living better lives because of
our companies’ effort to team up with the dealers’ association and put
across this program for HOPE.

The Hearing Aid Industry Conference assists various Government
agencies in a number of programs. I have cited our relations with the
Federal Trade Commission.

Another area of constructive cooperation I will simply mention in
passing now is the landmark agreement between the Health, Educa-
tion, and Welfare Department and the hearing aid dealers of the Na-
tion. This is the kind of partnership between Government and private
industry that can best serve the interests of the hard of hearing,

As you know, Mr. Chairman, we have assisted your committee and
others in the Congress through the years in assembling research details

_and other information.

Coyyonicarions WitH Oraers 1N FIerp

Also, the Hearing Aid Industry Conference cooperates continuously
with a member of other organizations which also are devoted to the
cause of the hearing handicapped everywhere. We are also a member
body of the United States of America Standards Institute. Many of
our members are affiliated with the National and local Better Business
Bureaus.

To foster closer relationships and effectiveness among the groups
that constitute the hearing health team, there was formed several years
ago an organization known as the Inter Agency Committee. Results of

98-912—68——6
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this activity have been most rewarding and at the moment there is
progress on several fronts,

This committee is composed of representatives of the American
Academy of Ophthalmology and Otolaryngology, the American
Speech and Hearing Association, the National Association of Speech
and Hearing Agencies, the National Hearing Aid Society and, of
course, the Hearing Aid Industry Conference. )

This interagency group is actively studying the question of hearing
aid dealer licensing and also the difficult problem of hearing aid inven-
tory in clinics, and the potential use of a master hearing aid for fitting
of hearing aids. One o? the additional objectives of the committee is
to study the roles of each of the groups represented on the committee.

The end result of these achievements, we hope, will benefit the hard
of hearing public. '

Perhaps you would like to know something about the Hearing Aid
Industry Foundation that was started several years ago. It is still small,
but its objectives are big, and we have high hopes for its contributions
and achievements in the future. The Hearing Aid Industry Founda-
tion is a nonprofit organization established %y the Hearing Aid In-
dustry Conference in cooperation with the National Hearing Aid So-
ciety. Each organization gave equally to its original funding.

The foundation was created to help the cause of continuing research
and rehabilitation for the hard of hearing.

The foundation has already made grants to three important institu-
tions that conduct research and educational programs for deaf children
and theirparents.

An example of our activity that has benefited the medical profes-
sion, the audiologist and the public, as well as our own members, is
our work on technical standards. As early as 1945 a predecessor orga-
nization to Hearing Aid Industry Conference, with many of the same
members, published the world’s first standardized method of making
measurements on hearing aids to determine their electrical and acousti-
cal performance.

The initial work was continued by the American Standards Asso-
ciation with many Hearing Aid Industry Conference members partici-
pating, and improved measurement standards for hearing aids fol-
lowed the initial effort. These became the bases for the present Ameri-
can and international test standards.

About 1960, Hearing Aid Industry Conference became concerned
about the uniformity of expression of hearing aid performance. Five
or six different ways of stating the gain or amplification of a hearing
aid were used, making it difficult to determine from reading an ad-
vertisement or specification just how strong the hearing aid really was.
A uniform, positive method of numerically stating the gain, output,
and frequency range was developed through the Hearing Aid In-
dustry Conference Standards Committee and has proved highly use-
ful. This system has become international in use and a parallel system
has been adopted by the USA Standards Institute.

In the field of hearing testing, Hearing Aid Industry Conference
standards activity has been extremely useful. Cooperating with many
universities and the National Bureau of Standards, Hearing Aid
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Conduction Thresholds for Audiometry.”

This provides a uniform method of calibrating the bone receiver
on an audiometer—the device used to measure hearing loss. The im-
portance of a uniform system of bone conduction testing is evident
when one realizes that an otologist’s decision on whether to perform
ear surgery hinges very strongly on bone conduction audiometry.

WORE OF STANDARDS COMMITTEE

The Hearing Aid Industry Conference Standards Committee is
continuing its studies of proper ways to measure hearing aid perform-
ance so that information supplied to dealers, physicians, and audiolo-
gists can have the greatest meaning and so that development of im-
proved hearing aids for the American public will be made easier.

Research and development is an ever-continuing major activity of
individual members of the Hearing Aid Industry Conference. In
addition to this, we have a research committee composed of outstand-
ing hearing aid engineers who are working on items of common in-
terest to our members.

One of their primary tasks is to review constantly the literature per-
taining to hearing aids and hearing and to provide condensed reports
on articles of interest to our members.

Another assignment they are working on currently concerns the
telephone pickup coils found on many modern hearing aids. Ways are
being sought to overcome the problem created by new telephone de-
signs that virtually make efficient pickup impossible—to the great
detriment of the hearing aid user with a severe hearing impairment.

The committee is working diligently, and in close cooperation with
the U.S. Public Health Service, on the problem of keeping audiometers
in the field accurately calibrated. Audiometers are a major product
of Hearing Aid Industry Conference members.

The committee has recently undertaken the task of studying master
hearing aids to provide the background material for our standards
committee in determining the feasibility of standardizing the char-
aoteristics of such devices.

A very vital activity of the Hearing Aid Industry Conference is the
statistics program. You are familiar with this, Mr. Chairman, because
statistical information for the past 5 years was supplied to you in Mr.
Kojis’ * response to Senator Williams’ original letter to us.

This information is of great importance to our own members. The
estimate of the total number of hearing aids sold in the United States,
and percentages of various types of hearing aids, whether body-worn,
behind-the-ear, eyeglass or in-the-ear, are made public.

As in every profession and business today, continuing education isa
must. I am pleased to relate to you today just a bit of the detail that
makes the continuing education program—as well as the basic train-
ing—for hearing aid dealers so successful. As manufacturers, we give
this matter of qualification in technical and ethical matters high
priority, of course. The overall progress is constant in our basic job of
establishing qualified, reliable people throughout the country. This
too, Mr. Chairman, is deeply gratifying.

1Text on p. 211.
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There are many avenues of education open to the dealer and fitter.
For many years tIZese programs have been conducted by the individual
manufacturer, asthey will no doubt continue to be in the future.

The Hearing Aid Industry Conference pioneered in raising dealer
qualification through formal educational programs. To supplement in-
dividual manufacturer training, the Education Committee of the
Hearing ‘Aid Industry Conference sponsored a series of training
seminars at outstanding universities. Leading physicians, audiologists,
and hearing scientists conducted the courses.

Following that, the hearing aid dealers organization, the National
Hearing Aid Society, developed an excellent correspondence course
that is available to all hearing aid dealers, and that further supple-
ments individual manufacturers’ training programs.

Other excellent courses are being offered as well, so that the industry
now has the best situation it has ever had with respect to dealer
training.

Mr. Chairman, Mr, Kojis mentioned that a hearing aid is not a
quickly accepted device. Those who need them often go for years
without taking action even after their physician has advised them a
hearing aid is needed. Hearing aid dealers thus have great psycholog-
ical barriers to overcome. In a sense, we are selling a product that no
one wants—at first,

There is one group that is largely responsible for the benefits that
are being enjoyed by over a million hearing aid users in the United
States—the hearing aid dealers.

95 PercENT BUy FroMm DEALERS

Of the approximately 400,000 people who buy hearing aids each
year, more than 95 percent of them enjoy the benefits of this hearing
help through the efforts of a hearing aid dealer.

The hearing aid dealer has effectively persuaded the reluctant per-
son who can truly benefit from the use of a hearing aid to take the
action of buying one. The dealer has, through experience and educa-
tion and with the manufacturer’s capable assistance, fitted the hearing
aid to provide a type of sound amplification that gives significant
hearing help. He has made an earmold to comfortably fit into the user’s
ear to convey sound to it. He has carefully and repeatedly instructed
the user in the operation of the aid. He has provided service facilities
and know-how to keep the hearing aid “on the air” and often travels
long distances to render service, particularly where the elderly are
concerned. He provides the help, encouragement, and guidance that a
new hearing aid user needs to bring him back to the world of sound.
In short, the hearing aid dealer is tghe key to hearing aid success, not
only for the elderly, but for all users.

I have made this comment about the hearing aid dealer because the
effectiveness of the Hearing Aid Industry Conference and its members
hinges on the demonstrated ability and'the performance of hearing aid
dealers. They are the agency through which successful handling of the
helarg(rllg aid problems of the elderly are being and will continue to be
solved.

Mr. Chairman, we in the Hearing Aid Industry Conference hope we
have been of assistance to your committec. We trust we shall have op-
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portunities to lend our support and resources as you may wish to use
them as your work progresses.

Thank you.

Senator CrurcH. Thank you very much, Mr. Lybarger.

You are wearing one of the hearing aids of your manufacture?

Mr. Lyearcer. That is correct.

Senator CaurcHa. How long have you had to wear one?

Mr. Lyeareer. I have worn 2 hearing aid for approximately 6 years.
I first wore what is called a behind-the-ear aid and now I am wearing
a hearing aid built into eyeglasses.

I might explain this. I have essentially normal hearing on the right
side; T do have a little loss in the higher frequencies. On this side I
have about a 40-decibel hearing loss. I believe Dr. Stewart demon-
strated this morning about what a 40-decibel loss does.

Senator CHURCH. Yes.

Mr. Liysarcer. I can hear without a hearing aid in most situations.
There are some situations in which I cannot hear at all without a hear-
ing aid, one of them being in an aircraft with a very high noise level,
and somebody sitting on this side, unless I turn my head. So this is
of tremendous benefit to me in a situation like that, in a situation where
there are a group of people in a meeting or conference. Surprisingly
one of the most striking places where a hearing aid benefits me is in
listening to high-fidelity sound. With one ear the sounds are terrible
and with both ears it sounds wonderful.

The hearing aid has a limited frequency range compared to a high-
fidelity system, but the fact that over a reasonable part of the impor-
tant frequency range I am getting hearing on this side and the other
side makes a tremendous difference.

Senator CrurcH. Did you have any problem adjusting to it when
you first began to wear it ?

Mr. LyBarcer. I didn’t have too much of a problem because I do
have mostly a conductive hearing loss, which is a fairly easy type of
hearing loss to overcome.

Senator CHUrcH. Do you franchise your dealers?

Mr. LyBarcer. In the sense that you are speaking now of my own
company ?

Senator CHURCH. Yes; your own company.

Mr. Lyearcer. We do in the sense that we have a contract with the
dealer. We do not sell the franchise, however, if this is what you
mean.

Senator Caurcu. But you do have a contract comparable to the
kind of contract that an automobile manufacturer might have with
its dealers ?

Mr. LyBarGer. I am not prepared to state what other people would
have ; I don’t know what the total situation is.

Senator CHUrRcH. What T am trying to get at is: Do those that sell
your products also sell others or do they sell yours exclusively ?

Mr. Lysareer. I would say that this is, of course, a choice of the
dealer. Our contract is such that he can sell other than ours if he so
desires.

Senator CHURCH. Now, this morning when we were hearing from
the doctors, Dr. Stewart, I recall, said that he felt anyone who was
in need of or thought himself to be in need of a hearing aid ought first
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to have a test made by someone competent to make it in order to de-
termine the nature of his problem and in order to ascertain what hear-
ing aid, if any, he could be given. Do you think that a test ought to be
given 5(2) any person who might be a prospective purchaser of a hear-
ing aid ?

Mr. Lysarcer. You mean should a test be given, for example, by
ahearing aid dealer?

Senator CHUrcH. Yes. I am not now trying to determine who
should give it. I am just trying to determine whether a test given un-
der the present state of the art, within the capacities of the art, should
first be administered before a hearing aid is sold.

Mzr. Liyeareer. I would say generally the answer to this would be
yes, and I would say also that it is generally always done.

Now, when I say always, I think there may be exceptions, but I
am trying to think of an exception right now and I cannot really
think of one. I mean generally speaking this is done.

Senator CaurcH. Is this written in as a requirement in the contract
of your dealers?

Mr. Lysarcer. That he give a hearing test? Well, I cannot be
positive, but I don’t recall that that specific point would be covered
in the contract. I don’t think it would be.

Senator CruurcH. Don’t you think it should be ?

Mr. Lyparcer. Whether it should be? I would say this is almost
completely covered by the types of instruction manuals and the fitting
manuals that we supply to hearing aid dealers. The settings, for
example, on the hearing aid are based on the test that he would make.
So this is covered in that area rather than in a contract.

Senator CrurcH. Would you tell me how a proper test would be
conducted ¢ Tell nmie something about an audiometer and the physical
arrangement that is necessary for the conduct of a proper test.

‘WaAT Is NEEDED 1IN A UD1oMETRIC TESTING

Mr. Lysarcer. Well, I could only tell you this as applies to our
particular system, because different manufacturers do have different
procedures on this. In our particular situation, the person would be
given an audiometer test over the important speech range by air con-
duction in both ears. He would then be given a test at at least three
frequencies by bone conduction to determine the bone conduction
hearing loss.

On the basis of these two sets of data he would draw an audiogram,
he would calculate the average hearing loss by air and the average
hearing loss by bone conduction.

Then we have developed over a good many years a formula that we
use for calculating what we call the operating gain of the hearing aid.
This is based on experience and it is based on comparison with other
published information, and we would come up with a figure that would
give us a first-degree approximation of how much amplification this
person should have for that particular type of hearing loss.

Then we have for each one of our hearing aids a chart. That is, it
has categories on it for different types of audiograms, whether the
audiogram is a flat audiogram or a sloping or suddenly sloping audio-
gram. By reading into this chart on a scale the amount of amplifica-
tion that we predict he should need, one comes across and immediately
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ets the setting of all of the controls on the hearing aid, how much

attery voltage he should use, whether he should cut the low fre-
quencies, whether he should use a filter to reduce the middle-frequency
amplification, whether he should cut the high frequencies and so forth,
because most of our hearing aids are made with adjustments that
permit a——

Senator CaurcH. The chart will show the adjustment?

Mr. LivBarger. Yes. The hearing aid is then set to those adjustments.
Then he makes whatever speech test or conversation tests that he feels
are necessary and then makes a secondary or even a tertiary trimming,
you might say, of the hearing aid performance to meet the needs of
that particular person until he gets what he feels are the best results.

Senator CHUrCH. Now, in conducting this test, I take it that it is
necessary to conduct it in a quiet room, In a situation where there are
not other noises or disturbances that might affect the result; is that
correct ?

Mr. Lysarcer. This is true. I would think you will find that the
majority of hearing aid dealers if they do not have a soundproof room
do have a quiet place where this test can be conducted. The type of
hearing loss that is difficult to measure under noisy conditions is one
where you have almost normal hearing in a certain portion of the
spectrum and then the hearing is down somewhere else. Of course, the
fact that you will hear noise here would affect the readings over here.

Senator CHURcH. What I am driving at 1s, is the nature of this test
the kind that can be conducted satisfactorily from door to door with
equipment that the salesman might carry ¢ o

Mr. Lysarger. Under most_conditions we .don’t get very many
people who decide they need a hearing aid when they have only got a
20-db hearing loss, or a 25. Usually they have a substantial hearing loss
before they Eecome,interested in a hearing aid. So you get a certain
amount of margin there. :

If you do go into a residence, for example, where the noise level in
the living room, let’s say was 40 or 50 db, and put the earphones on
someone, you could make a reasonably good audiogram for the purpose
at hand, not perhaps for diagnostic purposes but for the purpose of de-
ciding approximately how to set the hearing.

I think you can do a reasonable job. Obviously, you could not do a
good job in an extremely noisy place; it would not be possible.

Senator CrurcH. Well, as far as your own dealers are concerned,
you don’t lay down any hard and fast rules concerning how these tests
should be conducted then? I take it you have a general procedure in the
conduct of the test itself, but apart from that you don’t prescribe to
your dealers the conditions under which these tests should be given in
order to he—— )

Mr. Lysarcer. I think only as a matter of general education and
general knowledge we would not force a dealer to use a specific setup.
I think they are well aware of what most dealers are pretty well aware
of, what the problems are.

Mr. Kogis. Senator Church, if I may add, it is common practice that
the test be given in the industry so it is not thought necessary to write
this into the contract. :

Senator CHURCH. I am just wondering to what extent you actually
supervise the matter or police the matter for yourselves.
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Reports o SHARP PRACTICES

We get these reports coming in to this committee of what would seem
to be rather serious abuses where dealers and salesmen are engaging in
what, based upon what we have been told, would have to be considered
very sharp practices. I don’t know how widespread this is, but certainly
we are getting these reports from various parts of the country by peo-
ple who feel they have been swindled.

T am trying to determine to what extent manufacturers assume some
responsibility in policing this operation so that the ultimate consumer
has some measure of protection. Or do you feel that this is not your
responsibility ¢

Mr. Lyeparger. Well, I think it certainly is our responsibility to
police this and T think this is done generally by a trained fieldman from
the manufacturer calling regularly on dealers and making sure that
he has the right training, that he has the right equipment to do the
job. I think most manufacturers provide this guideline for dealers.

I know the use of a measurement of hearing for the purpose of
determining hearing aid requirments is something that has%een going
on for a long time. Earlier in my testimony I said I had been in the
industry for over 30 years but that was so I would not look quite so old.
Actually I have been in the industry about 39 years. I can recall at the
time I first started that while the use of the audiometer was not as
prevalent or as universal as it is now in hearing aid dealers’ offices,
1t was, nevertheless, being done then in many offices. The old Western
Electric 2-A andiometer was a good one and even at that time in the
early 1930’s was being used in many offices.

Senator CHURCH. Dr. Stewart, I believe it was, testified this morn-
ing that there are any number of afflictions of the ear that are not
reached by hearing aids and cannot be remedied by hearing aids. Is it
possible to determine when you give an audiometer test whether or
not the hearing impairment 1s of the kind that can in fact be assisted
by a hearing aid, or whether it is of the kind that cannot be assisted ¢

Mr. Lysarcer. I think Mr. Kojis mentioned this briefly before
lunch. Maybe he would like to expand on that a bit. I would be glad
to, too.

Mr. Koars. Well, the first note I would like to make on the question
you ask is that we are not diagnosticians, we simply measure the re-
sidual hearing. It is not in the province of the hearing aid dealer to
try to make a diagnosis, he is not in any sense trying to be a
medical man. However, there are in the tests that are made
the test that shows an air-bone gap which Mr. Lybarger alluded to.
Even the layman can determine, if it is over a certain db stretch that
a conductive loss exists. Conductive losses can in a great many instances
be helped through surgery.

I think that this observation can be made. Dealers not always make,
nor are they trained specifically to make, these observations because
this practice starts getting into the medical province and, frankly, the
industry and the dealers themselves want to stay out of this.

Senator CrurcH. I understand that. It is the other side of the coin
I was really reaching for. Would these tests indicate hearing impair-
ments of an order that would not be helped by a hearing aid? T mean
is it within the capacity of the audiometer to make that kind of an
indication ¥
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Mr. Kosis. The audiometer will only give numbers. The interpreta-
tion is where the real skills come in and these medical diagnostic skills
are not the skills of the hearing aid dealer. This is a diagnosis you are
asking for; because the audiometer will not come up with a red or
green light saying an impairment exists.

Mr. LyBarcer. However, Senator Church, I would say this type of a
hearing test will generally, through the thousands and thousands of
observations that have been made over the years, give you a very good
idea of what the hearing aid possibilities are.

Now the case where an audiogram indication does not work out at
all with the hearing aid when you apply the hearing aid is rather
a rare situation rather than a common one, because generally you can
tell and, of course, then you do tell. You find out whether the hearing
aid is performing, whether it is amplifying properly, whether the
person is hearing well. I mean you don’t stop with the audiometer
test because the 1%111&1 test is in application of the hearing aid.

Apvances 1IN TECHNOLOGY

I would like to say this, that sometimes some of the people outside
the hearing aid industry may not always appreciate and some of us
in the industry don’t always appreciate some of the developments that
are available for some of these situations.

We are seeing, for example, a new technique to overcome the type
of hearing loss that Dr. Stewart described where the hearing is essen-
tially normal in the low frequencies and drops off very rapidly. If
you will recall his recording, the intelligibility becomes very poor
when you take the high frequencies out of the situation. There is a
new technique and this was originally developed by Dr. Harford and
Dr. Barry at Northwestern University who are audiologists. This tech-
nique is what is called CROS, and it involves the use of just a plain
tube that is placed in the ear canal and the ear canal is left open so
it receives the low-frequency tones normally, and through the hearing
aid it amplifies and, you might say, injects the consonant sounds
into the ear canal where they are heard.

Tt is amazingly effective in this type of hearing loss that Dr. Stewart
mentioned which previously was not always susceptible to frequency
response correction.

Senator CHurcH. We had some testimony this morning by Dr.
Eagles and he said:

Too many people are still being fitted with hearing aids who cannot be helped
by this means at all. )

We touched upon that question just a minute ago. You seem to feel
that these cases are very rare, if I understood you correctly.

Mr. Lysarcer. I think they are.

Senator Caurca. He continues in his testimony:

Too many are being sold the wrong type of hearing ‘aid, and most tragically
of all, too many with remedial ear diseases are going undiagnosed while they try
one hearing aid after another until they pass the point where the disease is
remedial.

If he is correct, then one thing that we ought to look at very care-
fully is the extent to which present practices in the sale of hearing
aids may be misleading people and not necessarily because this s
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the intention but because the method of sale, distribution, and testing
that is now going on is having this effect.

He goes on. to say:

In a recent analysis of statistics from the national health survey it was indi-
cated that 34 percent of persons with binaural hearing loss have never been
tested. by a medical doctor and that only 18 percent have had their hearing
tested within the two years. prior-to the interview. This, lack of medical atten-
tion is the major reason. for dissatisfaction, with; hearing aids and for their
abandonment. i

What comment would you have to make on that, Mr. Liybarger?

Mr. LyBarcer. Well, I think we need more information on the statis-
tical end of it, perhaps through the hearing aid industry where we
are selling the hearing aid. I think, general%r speaking, what we are
seeing mostly is that people have seen an ear physician in a majority
of cases before they want to buy a hearing aid.

Now, those figures would not indicate that, but I am speaking now
of what our observations in the industry would be. I, of course, would
prefer personally that a person does have such examination prior to
getting a hearing aid or at least within some reasonable time prior to
that. However, this is a decision that the individual himself will make
and has the right to make.

I don’t believe that we can force him to do this if he does not want
todoit.

Epuvcaring taHE CONSUMER

Senator Cuurca. I agree with that, but T am wondering if we could
not help educate him to do it. I would not think that the legitimate
hearing aid industry is a bit interested in promoting the sale of hear-
ing aids to people who have defects that cannot be assisted by this.
You are an honest man, I am certain of that, and you are trying to
help people who need help. Probably there is a very big market of
people that have not yet been reached who could be helped by hearing
aids and should be. There is advertising. There are drugs, for exam-
ple—medicines and other services that are being advertised today—
with an admonition that you ought to see your doctor in this case or
that case, this is not a substitute for that, always reminding them that
they ought to go first to a doctor of competence to determine what
their particular problem might be and then come to whatever assist-
ance can be given by this service or by that drug or by that which is
available on the common market.

I am wondering to what extent your industry has undertaken that
kind of approach for the sake of better educating people on the nature
of ear ailments and what their prudent practice would be.

Mr. LivBarcer. I do know that while this is not universal, many com-
panies have had literature and so forth, that do promote this idea.
Certainly, if there is any kind of a situation that a dealer encounters
that would indicate that medical examination should occur—he is not
in a position to diagnose it, of course—but if he discovers anything
that does not look perfectly clear, his immediate recommendation will
be to see a physician.

I think you will find that there is quite a rapport between many deal-
ers and otologists where one can help the other.

Senator CrurcH. Now I have a problem this afternoon at 3 o’clock.
I am going to have to leave the staff in charge here. I have another
conference with the House on pending legislation.
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Before I do, I want to ask a question about prices, and then I hope
the staff might follow up on that aspect of this inquiry because it is
a very important one.

We had testimony this morning that it is possible now, at the pres-
ent state of the art, to profitably manufacture good hearing aids for,
I think the figure given in the testimony was %80. The retail sale of
hearing aids, the $300 figure, has been cited several times-today.

‘What is your policy with regard to your dealers? Do you recommend
a price to your dealer, or is the dealer free under the contract that you
have with him to set whatever price the market will bear? Is the
markup over and above your price to the dealer left up to the dealer
to determine?

Mr. Lixearcer. Well, I think this is the only legally permissible situ-
ation, generally, unless the article is fair traded. We, of course, have
recommended prices, but we naturally do not enforce it.

Senator CraurcH. The manufacturer has a recommended price?

Mr. LyBarcer. Yes; we have recommended retail prices. However,
the dealer is free to do what he chooses on this. If he wants to reduce
the price, for example, this is his prerogative.

Senator Caurci. You have a price to the dealer?

Mr. LivBArRGER. We have.

Senator Crurca. What is the range of your prices that you sell to
the dealer?

Mr. LiyBarcer. Y ou mean my own company ¥

Senator Cravron. Your own company.

Mr. Lysarcer. I don’t have the exact information; I am in the en-
gineering department, not the sales department. The typical price, I
think, of our product, and this is a certainly higher figure than yours
to the dealer, 1s on the order of about $135, $136.

Senator CHURCH. So that if the dealer were to charge $300, then he
is charging something over 100-percent markup?

Mr. Lyearcer. Roughly.

Senator CrurcH. If you care to supply the committee with a price
list, something of that kind, just to be sure that the figures are accu-
rate, we would be happy to have that information.

(In answer to Senator Church’s request the following was received
for the record :)

RADIOEAR CORPORATION,
Canonsburg, Pa., July 25, 1968.

DEAR MR. OrIOL: One of the questions Senator Church asked me during the
hearing last Thursday, July 18, 1968, was to supply more accurate information
on hearing aid prices of my own company. In the testimony that I gave, I believe
I had indicated they were on the order of 135 or 136 dollars.

I have had prepared a list of our dealer consignment prices, along with our
suggested retail prices for those models that we are currently selling, and this is
attached to this letter.

It should be pointed out that the net price that the dealer pays us could be
somewhat less than the figures given because we do have a cooperative advertis-
ing plan that would be applicable on a certain percentage of the sales and also
we have what we call an “Achievement Award Plan” that is based on volume
of sales.

1t is guite possible that the industry’s prices to dealers may average somewhat
lower than ours, even with these other factors taken into consideration.

We trust this information will be of service t¢ your committee.

Sincerely,
S. F. LYBARGER, Ezecutive Vice President.
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CURRENT RADIOEAR MODELS

Model Dealer Suggested

No. Type 1 consignment retail
price price

$145.00 $327.50

128, 50 319.00

134.00 339. 00

131.00 339. 00

130.00 349. 50

145.00 349.00

ggg;;\::}Body—Bone conduction. .. i eeanan 148. 50 356. 00

1 Al are air conduction except last item listed.

Senator CaurcH. Now, I am sorry but the time has run out on me,
and I have to leave. I will leave the balance of the hearing in the
capable hands of the staff.

I will see you in the morning. Please excuse me.

Mr. Orior. I don’t believe there was reference in the chairman’s
question just now to this figure of 300- and 400-percent markup. Do
you have any views; do you think that is fairly common ¢ Do you think
that is unusual ?

Mr. Koars. 300- to 400-percent markup ?

Mr. Orror. Yes.

Mr. Kosis. I never heard of it.

Mr. OrroL. So you think it is very unusual 2

Mr. Kogis. Yes.

Mr. Orror. Mr. Lybarger.

Mr. Lysarcer. I think it is unusual. I have no knowledge of specific
situations of that nature. There is a wide variety of competitive pricing
in this field; it is not a flat price. We are very competitive and there
are various things that determine what the final price is—the kind of
service rendered, the kind of guarantee that you supply, the amount of
research the company does to develop its products. There are a lot of
things that enter into the prices and they are certainly not at any
particular level. They are over a wide range.

Mr. Kogzs. Let me say that this figure might have been developed
by using some of the costs that were given for imported hearing aids.

I am thinking of Japanese hearing aids primarily. These aids may
have been sold at a $300 price. This is just an assumption on my part
as to where this thing could come from. This is by far a far cry from
any normal practice that I know of in the industry.

Mr. Orror. Just so we are all sure of what we mean by markup, in
your letter of November 15 you say:

The price markup on hearing aids sold by these outlets is the difference be-
tween our standard wholesale price and our suggested retail list price.

Mr. Kogts. I think this is the markup you are talking about. If a
hearing aid were purchased for $80 to $100 from a manufacturer, the
difference between that specific price and the final selling price to the
customer would constitute the markup.

Mzr. Orror. Did you have a question on markup ?

Mr. MrLLer. No.

Mr. Orion. We have heard from the National Better Business Bu-
reau that within recent years there appears to have been a marked im-
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provement in the quality of advertising for hgarin% aids. However,
some questionable advertising still persists primarily in claims for
miniaturization and so-called invisibility. What is the policy of HAIC
on such claims? Is this covered in your code of ethics? Do you in any
way try to police this kind of thing

Mr. Kosis. We hid a little of our light under the bushel a while ago.
I wish now to bring to the forefront that both the HAIC and the hear-
ing Aid Dealers Association have ethics committees to which com-
plaints are directed by the better business bureau.

Mzr. Orior. Consumer complaints?

Mr. Kosis. Consumer complaints, dealer complaints of all types. I
think the dealer group has some figures on their latest scoresheet on
what they have accomplished with their group—and I remember our
report coming out a short time ago showing that at the moment we
had resolved all the problems we did have.

Mr. Lybarger has brought to my attention the code of ethics of the
hearing aid industry. I think this is a part of your file showing the
objectives of both of our organizations and our attempts to police
them.

Mr. Orior. We would like that for the hearing record.”

Mr. Lyearcer. It is a matter of voluntary persuasion in policing.

Mr. Orror. I was just about to ask what happens when there is a
clear violation of your code of ethics.

Mr. LiyBarcer. I can only speak for the manufacturers’ group on
that. We have an ethics committee which studies it, makes a decision
as to whether they feel it is a violation or not, and then contacts the
violator if he is in our organization, and makes efforts to get him to
change it, which usually is fairly fruitful.

Of course, this is backed up by the rules for interstate commerce,
in which practically all of our members are engaged, with the Federal
Trade Commission’s trade practice rules for the industry.

I think there has been a great deal of cooperation between our mem-
bers and the FTC in working out some of the aspects of advertising
that are acceptable and in accordance with the rules and so forth. Many
of us are working closely with them to improve the total advertising
situation.

I think it is much better, as you say, now than it was say 5 years ago.

Mr. Orior. These claims for miniaturization are difficult, aren’t
they ¢ We have one here—I will not mention the name—tiny hearing
aid worn all in the ear. The person who sent it to us points out to us that
this type of aid is useful generally only to people with very insignifi-
cant hearing loss practically

Mr. Liyearcer. I would not agree with the word “insignificant.”

Mzr. Orior. That is my word.

_Mr. Lyparezr. T would say small, not insignificant. In fact, I would
like to quote you some figures on the types of hearing aids that are sold.
There has been quite a change in the mix, let’s say, of the types of hear-
Ing aids over the past many years.

For example, let’s take a period—well, let’s say 1962 which would be
5 years from last year. In 1962, 21 percent of the hearing aids sold were
the body type, the type that you put in your pocket and have a cord

1 See p. 298 for text.
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going up to a receiver at the ear; 34 percent were the eyeglass type
similar to what I am wearing; 41 percent were behind-the-ear aids;
3.1 percent were the in-the-ear aids which at that time were not always
quite in the ear—they were a little on the large side—nevertheless, they
were contained in the area of the ear.

Now today, based on our 1967 statistics, this has changed so that the
body aids now represent only 15 percent of the market; the eyeglass-
type aid is down to 25 percent; the behind-the-ear aid is up to nearly
50 percent of the total; and the in-the-ear aid which has received a
great amount of attention in development and engineering has gone up
to 10 percent—about three times what it was 5 years ago.

This is a very practical aid for many types of hearing losses and is
.rgally a very tiny aid. I think Mr. Kojis might be able to give us an
idea~——

Mr. Kogts. I was going to ask, Was your question specifically as to
the size of the aid or as to its effectiveness in solving the hearing
problem?

This happens to be a competitor’s aid, so I am not trying to sell you
this. '

Mr. Ogrior. I will show you the picture of the other. This was even
smaller. )

Mzr. Kogis. So the size I don’t think is the problem we are talking
about. It comes to mind as you mention these complaints, these direc-
tives toward changing advertising, that we do have these two com-
mittees, the ethics committees of both of these organizations. And it
would seem to me that with this machinery already in motion that
these letters could be directed to these two groups to help solve their
own problems and put the concentration of effort for solution where it
would do the most good.

Poricy ox Mo~NEY-Back RETURNS

Mr. OrioL. It was suggested this morning that there be a 1-week
period in which the money would be given back if the aid proves unsat-
isfactory. What is the members’ general policy on money-back returns?
Do you have trial periods? What do you recommend ?

Mr. Kogis. I can speak for our company. We do have as a policy and
suggest to dealers that they do provide trial periods of 30 days and
the programs worked out extremely well. I read here in the AASHO
journal of July 1968, I think the article was written by Earl Harford,
of Northwestern University, the university did-a tremendous amount
of work in the hearing aid dealers association with clinics.

If I may read a paragraph here, I think it is apropos of the ques-
tion you asked :

To be more specific about this trial rental plan, the average time for the trial
is slightly more than 86 days per person. ‘A large majority reported in an exact
30-day duration for renting the hearing aid. More than 90 per cent felt that the
length of the trial rental time was sufficient to allow them to reach a decision
regarding the purchase of the aid. Finally, persons in the Chicago area spent a
little less than one dollar per day for the trial hearing aids.

This, by the way, is used as a selling approach, it is being used more
and more as a trial method. It makes for more satisfied customers, and
I think takes whatever stigma there may be about high-pressure selling
away from the dealer.
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This is available to every dealer, I think, and any customer in any
major market.

Mr. LyBarcer. T would not want to say this is a universal practice,
although it is a.growing practice. There are many of our dealers who
have such arrangements. Of course, there is a certain type of customer
for whom'this won’t work too well because some people just don’t want
a hearing aid and this gives them a very easy way to decide what they
had already decided before they got it : that they didn’t want it.

So there would have to be used some degree of judgment in working
out such a plan.

I think, generally speaking, that the competent hearing aid dealer
does not want a customer who is dissatisfied. I mean this is the worst
thing for his business that can happen, to have a customer who is
totally dissatisfied, and he makes an effort to make sure that that per-
son does get satisfaction with the hearing aid.

Mr. MiLLer. You refer to the growthof this practice. In your judg-
ment is that due to the rather highly competitive nature of the hearing
aid business?

Mr. Kogs. I think at one time quite some years ago the sales might,
as we say, “not stick” because of the rental plan. The difficulty is in
people adjusting to their aids. This first 30-day period is a really
rough one. However, and again I read from Harford’s article here:

Consequently more than 90 percent of the patients who used the trial rental
plan eventually purchased the hearing aid.

I think that answers this question that once the dealers had found
that this particular practice was not going to lose sales for them, it
was a very acceptable thing, and this is now growing as a result of
being a good ‘way to sell a hearing aid. I thinkthere are fringe bene-
fits, also, that accrue to this method of doing ‘business.

Mr. Liysarcer. Mr. Miller, I would ndt, though, want to say that
this is necessarily the overall practice of the industry because, for
example, maybe theére may be manufacturers who have other ways of
handling this'that would not necessarily want to-go into that particular
way; they might have a different way, and so forth.

So I just don’t want to create an erroneous impression. This is a
very good way if it is being done; nevertheless, it would not necessarily
be an overall industry policy at this time.

Mr. Orior. You have about 22 members?

Mr. Liysarcer. No; we have about'24 members, some of whom are
manufacturers and some of whom are suppliers of hearing aid
components.

Mr. Orror. How many manufacturers are there in the country who
do not belong to your organization?

Mr. Lysarger. 1 could not tell you that without further reference
but we could supply you with that information.

I thlilnk we did supply you with an up-to-date list of our membership
initially.2

I would be glad to supply you with information on the total number
of manufacturers from the magazine directory issue that is published
every year.

11t was later verified for the record that of the American manufacturers of hearing aids
12 are members of HAIC and 11 are not. However, HAIC members account for approxi-
mately 85 percent of the total sales volume.
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There is a directory of manufacturers and you can get an idea from
that.

I think we represent all but about three of the major manufacturers.
Then there would be a number of smaller manufacturers.

Mr. OrroL. About how many small manufacturers would you guess?

Mr. LyBarcer. I would guess that would be on the order of five or 10.

Mr. Kosrs. With importers, perhaps 20.

Mr. LiyBarcer. You have to check whether they are manufacturers or
importers or distributing hearing aids nationally.

We have both categories in our organization. We have both U.S.
manufacturers and we have organizations that import hearing aids
and distribute them nationally throughout the United States.

Mr. Orior. Can you tell us what percentage of the total hearing
aid sales in this country are made by the members of your group.

Mr. LyBarcer. We stated in the testimony that we estimate this to be
approximately 85 percent. We do not have a positive, absolute way
of determining this. We can determine it approximately.

Mr. Orror. Most of these sales are made through hearing aid dealers
and not door-to-door salesmen. Are any of your hearing aids sold from
door to door ?

Mr. Kogis. I think you have to define “door-to-door selling.” You
don’t start at one corner of a block and determine who needs a hearing
aid.

Through advertising and through State fair exhibits, the lead list is
obtained. The calls are then made from this lead list at the home in
many cases.

The customer will not come to the office which is the case in a great
many of the instances. The salesman would therefore go to the home.

When we start talking about door-to-door selling, we have to be a
little more definitive in what we are talking about.

Mr. Lysareer. Do you mean would we sell to a salesman who had a
suitcase and goes from door to door and this is all he did?

I don’t know of any manufacturer who would do this. We require
that he have an office, a permanent location where the person can come
_fog service and I think this is generally the practice throughout the
industry.

There isn’t such a thing, I don’t believe, among our own members that
I know of, where there would be a different situation than that.

Mr. Kouis. I can’t imagine any.

. Mr. Liyparcer. The place where a person can come to get service is a
vital part of the hearing aid success. If a person can’t get service and
be guided in the use of the hearing aid, I don’t think the hearing aid
will ever be a success.

Mr. MirLer. What you are referring to here is the canvasser who is

the moving type of individual in contrast to an established firm that
provides service in the home.

Is this the distinction you are making ?
Mr. Kogrs. Yes, I think that is what we are driving at.

A Lim1TED MARRET

If I may, I would like to describe our industry in just a little more
detail in a few minutes.
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We think of ourselves as selling only to 8 percent of the public and
I think that was brought out in the testimony here.

That is our market. This 3 percent does not want our product gen-
erally. We went through the reasons for not wanting to wear hearing
aids. In total, if used a figure such as $100 an instrument for the whole-
sale level in selling hearing aids we have about a $40-million business
which in essence is quite small.

When I think of the grandiose plans that some people develop for
advertising, getting the hearing aid fitting, the hearing aid availability
it front of the public with that type of budget, thinking of $40 million
for an entire industry for the 400,000 hearing aids that are sold, it does
not allow a great deal of money to get this message out. -

So, in essence, the point I am trying to make here is that we are a
very small industry affecting a very, very small part of the population.

We think our work is necessary and 1s being done reasonably effec-
tively right now.

Along this line, I have one other point.

When we start talking about markup, people cringe when you say
markup of 100 percent, 50 percent, or whatever it may be.

I think this product must be looked at in the light in which the
industry purveys it and in the way the dealer handles the instrument
itself.

We are not selling automobiles or television sets that are made by
the millions that result in low cost as a result of mass production.

We talk about 50 to 60 manufacturers distributing hearing aids—
I don’t know about my arithmetic—but this come out to a very small
pot of potatoes for each.

Mr. OrioL. Both your testimony and Public Health Service indicates
loss of hearing as a major health problem. You have just described a
small effect.

Mr. Kog1s. We are talking about national merchandising. Everybody
wants a television set or an automobile or a camera.

Still, 3 percent is only a small market for hearing aids. We
should not try to analyze our market on the basis of mass-produced
1tems.

Mr. Orior. I was leading up to the suggestion made this morning
that the industry should perhaps carry on a major educational pro-
gram to perhaps overcome some of the resistance you were just
describing.

PusLic UNAWARENESS OF BENEFITS

Mr. Kogis. The point is the industry is small and has devoted al-
most all of the funds developed toward educational work and publi-
cations such as you see here and the things Sam Lybarger mentioned,
but it still has not penetrated the skin that we have to penetrate to
get the American public aware of the benefits available to them
through hearing aids.

It 1s just going to be a slow, slow process. There is just not that
much money available to put this picture in front of people.

Mr. Orror. Is there anything the Government can do?

Mr. Kosts. I think you did it with the publication of this small
booklet that came out recently.

Mr. Orior. The HEW booklet ? *

1'See p. 51.
98-912—68—7
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Mr. Koosis. Yes. I think what we are talking about generally is
we are searching for an answer to the problem of, one, getting better
distribution of hearing aids, and second, the question of prices.

I think essentially this is the gist of our conversation.

The point I am trying to make is, No. 1, as an industry we have
expended more in advertising probably than mass distribution indus-
tries on a percentage basis.

We have put a lot of money into trying to develop this market
because it is a difficult one to develop. If the Government could give
us any help, it would be to get these people to look for hearing aids
and get them out to see their hearing aid dealers to see what can be
done for them.

This would be of the greatest help.

As far as this markup thing is concerned, I think we should
spend a minute on it. The prices are quite low for television sets for
instance which are built in the millions of units.

The average large manufacturer would be making 15,000 to 20,000
hearing aids. A considerable number make less than this number.

Making 20,000 hearing aids or selling 20,000 hearing aids a year
in probably 10 to 15 different models requires 10 or 15 different
toolings.

Many times the same circuits can be used but I think in general
there are at least five or six very different circuits that must be
developed for these hearing aids.

Catalog sheets and all of the rest of the fitting data has to accom-
pany all of this.

When you look at the tremendous amount of work that is poured
into development, we get to the point where in looking at our industry
and the things we are trying to accomplish there is very little we
ca,nldo from the standpoint of lowering our costs on a wholesale
level.

Someone said $80 was the price that one manufacturer said he could
sell aidsat.

I think if a manufacturer could sell a hearing aid at an $80 price
today and if hearing aids were going to sell better because prices
were lower, you would almost be a fool for not selling them at $80.

I think this is obvious. I think the statement was probably taken out
of context that a hearing aid was available at $80.

I think if sales doubled, tripled, or quadrupled, then I think hearing
aids could be brought down in price.

When we look at this markup, we don’t sell a hearing aid as someone
buys a television set where they take it off the shelf, take it home and
1f it works, all right, that is all you hear about it.

We have to consider the fellow who has a hearing difficulty and
wants to take care of it and we have the problem of providing service
after sales.

‘When we talk about the intrinsic value of the hearing aid and its
markup, T think it must be thought of relative to these other two
situations—the expense of trying to find hard-of-hearing people and
then follow up.

Mzr. Orror. I have additional questions and X am sure tomorrow’s
testimony will spur others but I think we will submit them to you in
letter form and accept additional information for the record.
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Do you have any questions, Mr. Miller?

Mr. MrLLEr. I have no other questions.

Mr. Orior. Thank you very much.

‘Weappreciate your presentation. » ]

(The chairman, in a letter written shortly after the hearing, ad-
dressed the following questions to the witness:) :

Question 1. I would like to include your leticr of July 28 in our hearing record-
and I would like to ask a qucstion based on your commentary at that time. }f’ouf
say that you believe that “all of the important groups represented at the hearing’”
car “work together to achieve the objectives that I believe your committee hopes
for.” What more, do you think, can be done by the groups you mentioned? What
“role, if any, can Federal agencies take in any such effort? .

Question 2. I will ask another question and include your reply in our hearing
‘record. What has HAIC done to assess the effectiveness of your code of ethics in
actual practice? Do you have additional plans or objectives intended to intensify
self-policing ? .

Question 3. And finally, what is your reaction to suggestions that additional
training be given—possibly with Public Health Service support—to hearing aid
dealers?

(The following reply was received :)

"MY DEAR SENATOR CHURCH : I have spent considerable time studying the ques-
tions you asked in your letter of August 1, 1968 and while T certainly do not have
all the answers to the problems presented, there are a few ideas that the industry
can offer that may provide highly practical solutions to at least some of them.

Answer No. 1. In answer to your first question, “What more, do you think, can
be done by the groups you mentioned?” we should perhaps look back to see how
some of the present relationships between otolaryngologists, hearing aid dealers
and audiologists evolved. When I entered the hearing aid field in 1929, for exam-
ple, the word audiology had not been conceived. At that time, good relationship
existed between many otologists and hearing aid dealers and manufacturers.
This was particularly true of the outstanding otologists—men such as Dr. Ed-
mund Prince Fowler, Dr. Kenneth Mac¥arland and others,

Medieal hearing help, unlike at present, was definitely limited and was pri-
marily directed to eliminating infection. Perhaps because of the limited help that
could be provided by a hearing aid at that time, the average otologist was not a
very strong booster for hearing aids and he was often reluctant to recommend
one. Even when he did, many of his patients did not take action because of the
stigma attached to wearing hearing aids. It was not uncommon to keep on treat-
ing patients with no real hope of reversing or halting their hearing losses.

Because the hearing aids then available worked best for persons who had con-
ductive hearing losses and not so well for those with sensorineural hearing losses,
there developed, somewhere along the line, the medical concept that people with
“nerve” losses couldn’t use hearing aids. This misconeception, unfortunately, con-
tinues today with those who have not familiarized themselves with the capabili-
ties-of modern hearing aids.

The hearing aid industry’s market then consisted mostly of people who had
given up on medical help and who finally, in desperation, tried a hearing aid.
They had to be pretty desperate, because hearing aids were large, not very
efficient acoustically and were looked on then, much more than now, as a sure
sign of old age and physical degeneration. Hearing aids were very, very hard
to sell. However, in spite of these factors, tens of thousands of people who had
given up all hope of medical help were getting real assistance from the ampli-
fication provided by wearable hearing aids—hearing aids that were fitted and
serviced entirely by hearing aid dealers.

The hearing aid industry in the thirties and forties worked diligently to im-
prove the performance of hearing aids—as is evidenced by the large number of
U.S. patents on hearing aids granted in that period—and a real breakthrough
occurred about 1939 when miniature vacuum tubes and the “crystal” microphone
became available. These inventions set the stage for a totally different order
of help that could be rendered by a hearing aid for those with both “nerve”
and conductive hearing losses.
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ErrorTs To COMMUNICATE WITH AMA

All during these and later years, members of the industry maintained a close
relationship with the Council of Physical Therapy of the American Medical
Association. A program was established for the “acceptance” of hearing aid
devices by the AMA that continued until there was a policy change by AMA on
their overall program of acceptance. A meeting was held each year with dis-
tinguished otologists meeting with hearing aid manufacturers to develop better
cooperation between the two groups, particularly with respect to advertising.

These meetings developed a better rapport between the two groups than had
previously existed and I feel that the general desire to cooperate has continued,
‘although the meetings are no longer being held.

Of course, over a long period of time, individual otologists and hearing aid
dealers have worked together all over the United States to help solve the prob-
lems of the hard-of-hearing, where further medical treatment could not help
and where amplification was a successful way to rehabilitate the patient. In
these hundreds of individual otologist-dealer relationships all over the country,
resides a strong basic cooperative effort between the two groups.

The audiologist came into being toward the end of World War 11, in connec-
tion with the rehabilitation of servicemen who had hearing impairments. Right
from the beginning, there has been a very close working relationship between
the audiologist and the hearing aid industry, both manufacturers and dealers.
Hearing aid manufacturers cooperated in supplying hearing aids and informa-
tion to the National Defense Research Group that made the first really compre-
hensive study of hearing from the standpoint of measured speech performance.
This study was published in 1947 as “Hearing Aids, An Experimental Study of
Design Objectives.”

During the postwar rehabilitation period, hearing aid dealers worked con-
stantly with the various Army and Navy audiology centers in supplying hearing
aids to military personnel. Since that time, of course, a great number of addi-
tional speech and hearing centers, or audiology clinics, have been established and
the hearing aid industry has been working with them for many years.

In a study presented by Mr. John J. Kojis at the Workshop for Hearing Con-
servation in Washington, D.C. in April 1967, it was estimated that there are
probably some 15,000 hearing aids on loan to audiology clinies in the United
States, from manufacturers or dealers, representing a capital investment, at an
estimated manufacturer’s selling price of $100, of some $1,500,000. In addition
to this original investment, Mr. Kojis estimated that there is an annual upkeep
involved of perhaps $35 or $40 that is borne by the dealer or manufacturer.
Although it is true that most of these aids are placed in audiology clinies with
the hope that a substantial number of referrals will be made to the dealer recom-
mending the purchase of a hearing aid by a client of the clinic, the fact is that
there has to be a good deal of mutual confidence and respect between the audi-
ologist and the hearing aid dealer or manufacturer for such 'an arrangement to
exist, and I believe this to be the case. One of the current industry problems is
that on the average, the return on investment on this hearing aid inventory
is small and alternate ways of providing the liaison between the audiologist and
the hearing aid industry that would give equal satisfaction to the client are being
studied.

It is thus evident that, in spite of some of the adverse things that were said
at the hearings, the truth is that there does exist widespread cooperation
between the hearing aid dealer and the otolaryngologist, between the hearing
aid dealer and the audiologist and, of course, a very close cooperation between
the otolaryngologist and the audiologist.

We are not starting from scratch by any means, as regards to cooperation
among the three groups.

Recognizing that there already is a very large and very substantial amount
of total cooperation, let’s look at the major channels presently existing by which
hearing aids are purchased :

1. The client goes directly and promptly from his otologist or physician to a
hearing aid dealer with the recommendation from the physician that he
purchase a suitable hearing aid. The hearing aid dealer does the hearing aid
fitting or selection, and takes care of post-sale service and assistance. I am
going to guess that this channel may involve 159% of hearing aid .sales.

2, The client is referred to a hearing aid dealer by an audiology facility for
the purchase of a hearing aid. This may mean the specification of a particular
model with particular adjustments, or it may mean the specification of the
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general performance characteristics desired, such as gain, output and frequency
response, with the selection and adjustment of the exact model that meets these
requirements left to the judgment of the dealer. I am going to guess that about
15% of hearing aid sales fall in this category. I am going to guess further that
about 70% of this group has had an otological examination just prior to going to
the audiology facility.

3. The client goes directly to a hearing aid dealer in response to advertising,
recommendation from a satisfied hearing aid user, etc. The fact that the client
goes directly to a hearing aid dealer does not at all mean that he has not seen
an ear physician prior to purchasing a hearing aid; it means, in most cases,
that he has, but that some time has elapsed. I am going to guess that 709 of
hearing aids are supplied on this basis.

There are many other routings that occur prior to the purchase of a hearing
aid, but I think most would come under one of the three basic areas above.

Another very important type of chanmnel is from the hearing aid dealer
to the otolaryngologist. Since the stapedectomy operation became highly
successful in the late fifties, the importance of medical re-examination for
those with hearing losses showing large air-bone gaps, has resulted in an
awareness on the part of the hearing aid dealer making audiometric tests for
hearing aid fitting purposes that he should be on the lookout for such situations
and advise the client that, even if he had an earlier medical examination, he
should revisit his ear physician. There has been a large flow of such referrals.

Similarly, an important channel of referral from the dealer to the audiol-
ogist exists for persons with exceptionally difficult hearing problems or where
children are involved.

IMPROVING EXISTING CHANNELS

It would be my recommendation that the best chance for future success in
reaching the maximum number of elderly hard-of-hearing still lies in the proper
use of the above already-proved-successful channels. To make these channels
work most successfully and to fully utilize the available professional, technician
and commercial manpower to its fullest capacity, certain concepts need to be
changed and definite improvements need to be made in certain areas. Some of
the points I think are important are:

1. The fallacious concept that has been evident in earlier testimony that
the majority of hearing aid dealers cannot do an excellent job in applying
a hearing aid, must be corrected. They are able to do an excellent job of both
fitting and servicing. During the past nine years (1959-67) for which statisties
are available, hearing aid dealers have delivered some 3,100,000 hearing
aids in the United States, and have been fully responsible for the fitting of
some 2,600,000 of these, with the remainder being fitted in cooperation with
evaluations by audlologlsts The combined experience of dealers in applying
hearing aids is overwhelmingly greater than that of any other group.

The capabilities of hearing aid dealers can (and are) being used just as effi-
ciently and successfully in supplying hearing aids for Medicaid as for regular
clients, and could be employed successfully should Medicare be modified to
include hearing aids.

To my knowledge, there is nothing to indicate any significant difference in
average user satisfaction between direct dealer fittings and audiologist-dealer
fittings for the usual hearing aid situation. If we fail to utilize the cumulative
experience and facilities of the hearing aid dealer—who, incidentally, is paying
taxes rather than asking for government subsidies—the rehabilitation of the
elderly hard-of-hearing person will be a lot more difficult and costly.

2. The importance of the otolaryngologist must be re-emphasized. He is the
only professional qualified to pass on the medical situation concerning hearing
loss; neither the audiologist nor the hearing aid dealer is qualified to diagnose
hearmg loss in the medical sense. Hopefully, every person with a hearing loss of
a degree that might benefit from a hearing aid will see an otolaryngologist. It is not
believed that a medical examination immediately prior to the purchase of a
hearing aid is ordinarily necessary; it would accomplish little where the use
of a hearing aid has already been advised by a physician within a reasonable
period or where a person is merely updating his hearing aid equipment.

3. A better statement of criteria for the referral of a client from a hearing
aid dealer to an otolaryngologist should be formulated. Suitable criteria are
already known and practiced by responsible dealers, but efforts will be made to
clarify these criteria by cooperation between the industry and the medical
profession.
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4. More must be done to familiarize the otolaryngologist with the capabilities
and nature of hearing aids. There is no doubt that there are some misconcep-
tions that prevent the fullest utilization of hearing aids as a rehabilitative
measure. The industry could well consider better communication means to keep
the otolaryngologist more fully aware of industry developments, as it does now
with the audiologist.

5. The hearing aid industry needs to continue and accelerate the campaign
it started in 1960 to raise the ethical standards of the industry, particularly at
the point of sale. More can be done by manufacturers to insure that their prod-
ucts are put only into the hands of responmsible, qualified dealers and it is my
hope that the need for more careful screening, within the limits of the law, will
become an important factor in further eliminating ethical problems.

Regardless of how desirous a trade association or a dealers’ association may
be of insuring compliance with ethical standards, their enforcement is limited
to moral persuasion or, at most, expulsion from the organization. The enactment
of licensing laws in eight states, with strong provisions covering ethical con-
duct, is providing an additional measure of protection against the small minority
of unethical industry practices.

6. Dealer education must continue to be extended at an accelerating rate
throughout the industry. The excellent work already done by the National Hear-
ing Aid Society in the past few years, has changed the whole level of compe-
tence of the hearing aid dealer. It is hoped that hearing aid manufacturers will
use every means possible to encourage everyone engaged in fitting their hear-
ing aids to have completed a course equivalent at least to that of the National
Hearing Aid Society. The Education Committee of HAIC currently is studying
additional possible methods of accelerating dealer education.

7. The present widespread and good relationships between audiologists and
hearing aid dealers and manufacturers should continue. Where a hearing im-
pairment is of such a nature as to require the additional professional skills of
the audiologist, the dealer can supplement the audiologist’s recommendations
by delivering and servicing the hearing aid recommended.

There is bound to be a certain amount of overlap in the functions of the
hearing aid dealer and those of the audiologist because they are both involved
in the determination of suitable hearing aid characteristics for persons with
impaired hearing.

To achieve the objectives of the Subcommittee, the problem is how best to
utilize the professional capabilities of the audiologist, whose numbers and
many other professional duties restrict his availability for hearing aid evalua-
tion, and the technical and commercial capabilities of the dealer to deliver the
greatest amount of hearing aid help to the greatest number of elderly people
requiring it.

8. There should be a good statement of criteria formulated for the referral
of a client from a hearing aid dealer to an audiologist and perhaps vice versa.

FEDERAL SUPPORT SOUGHT FOR MODEL LAwW

Answer No. 2. With respect to your second question. “What role, if any, can
Federal agencies take in any such effort?”, I am sure that further study will be
necessary, and HAIC will be glad to look at this possibility more carefully. The
one thing that we can see right now that could be of assistance would be gov-
ernmental support of the model state dealer licensing bill that has recently been
agreed on by NHAS, HAIC, and the Committee on Conservation of Hearing of
the Academy of Ophthalmology and Otolaryngology and that was mentioned in
Dr. Glorig’s earlier testimony. We believe that a more uniform situation in
all states with respect to dealer competence and ethical responsibilities would
be highly advantageous.

Answer No. 8 Your next question, “What has HAIC done to assess the effec-
tiveness of your code of ethics in actual practice?”’ is indicated by the following
quotation from the report of our Ethics Committee, given at our semi-annual
Directors’ meeting on April 25, 1968, “In summarizing committee activity during
the past six months, Mr. Kane reported that eight complaints had been received:
three satisfactorily settled, one refusal to agree, four still pending.”

We should point out that our Ethics Committee looks only at complaints in-
volving manufacturers or national distributors of hearing aids; matters involv-
ing dealers are referred to the NHAS Ethics Committee. We should also point
out that many manufacturers do work directly with FTC on ethical questions.
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With respect to your question, “Do you have additional plans or objectives
intended to intensify self-policing?’—yes, it is my feeling that individual manu-
facturers must take more active responsibility within the limits of the law, to
insure the proper competence and ethical conduct of their own dealers and it
will be the objective of HAIC to promote this concept with their own members
and others.

Answer No. 4. Your final question, “What is your reaction to suggestions that
additional training be given—possibly with Public Health Service support—to
hearing aid dealers?”’ is one that is difficult to answer without very careful study.
Training has been and is being constantly performed by individual manufac-
turers, and most of them have well-organized training programs; one manu-
facturer has an excellent complete programmed learning course, for example. The
great progress that NHAS has made with its dealer course since 1960 has vastly
improved the situation over that of a few years ago. The introduction of state
licensing legislation in several states is causing hearing aid dealers there to study
as never before to prepare themselves for examinations.

There are some ideas that have been worked on—such as seminars and the
establishment of associate degree courses for hearing aid technicians in various
universities—that perhaps would lend themselves to Public Health Service sup-
port. HAIC's Educational Committee will study some of these possibilities—no
doubt in cooperation with NHAS—and will be glad to pass along any proposals
that appear to have potential.

Our general feeling, of course, is that the government can make its greatest
contribution in educating the public to recognize when there is a hearing problem
and to motivate the hard-of-hearing person to take action that can lead to suc-
cessful medical treatment or to the use of a hearing aid when indicated. Another
area in which the government can help, and has already helped very much, is in
the area of hearing-aid research. It is my understanding that nearly all of the
research in universities relating to hearing aids has been tax-supported. This is
an excellent way for the government to help advance hearing aid technology and
effectiveness—particularly if such research can be directed to the many practical
areas where research is needed.

Finally, I want to say that I am writing this letter as the current President
of HAIC and I cannot speak for any individual member manufacturer.

Sincerely, )
S. F. LYBARGER, President.

Mr. Orror. The final witness is Roy F. Sullivan, M.A., chief of the
division of audiology at the Long Island College Hospital and chair-
man of the New York State Speech & Hearing Association Com-
mittee on Hearing Care under medicaid.

STATEMENT OF ROY F. SULLIVAN, M. A, CHIEF, DIVISION OF AUDI-
0LOGY, LONG ISLAND COLLEGE HOSPITAL, AND CHAIRMAN, NEW
YORK STATE SPEECH & HEARING ASSOCIATION, COMMITTEE ON
HEARING CARE UNDER MEDICAID

Mr. SurLivan. It is an honor to appear before this committee in the
two capacities mentioned. As you may gather, my presentation will
consider heavily the medicare and medicaid programs as they affect
the hearing-impaired in New York State. The medicaid program is
subject to a great deal of interpretation by the individual States. The
medicare program, being specified at the Federal level, under title 18,
%ms 1little or no latitude in terms of its interpretation at the State

evel.

There are, according to Price Waterhouse, approximately 32,000 to
35,000 hearing aids sold in the State of New York annually by hearing
aid dealers at an average unit price of $250 to $275. T might add that
it has been reported that as high as 80 percent of these aids are sold on
no other advice than that of a hearing aid salesman.
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It is further estimated that there are in New York State almost
60,000 hearing-impaired senior citizens over the age of 65 whose degree
of hearing loss can be defined as “cannot hear and understand spoken
words” or “can hear and understand a few spoken words.” (Reference:
“The Minority Group Needs of the Deaf” report to the Governor and
the Legislature of New York State, Mar. 31, 1968.)

Mr. Orion. What was the source of the statement that most see
no other than the hearing aid dealer ?

Mr. Suriivan. That 1s a statement in Consumer Reports, January
1966.* You will find a copy of that reference appended to the summary
report, and materials which I have submitted to the committee.

Mr. Orior. That report was not limited to New York. It was a
national report?

Mr. SurLivan. It was a national average figure. The statistics on
the number of hard-of-hearing people age 65 1s found in that report
on the minority group needs of the deaf of New York State, cited
above.

Despite the recommendation, of such reports as that cited above and
of major consumer publications, to the effect that the services of the
clinical audiologist be secured wherever possible in the testing for and
selection of hearing aids, and in the provision of appropriate hearing
therapy, both the medicare and New York State medicaid programs
severely handicap the geriatric hearing-impaired patient in his at-
tempt to secure those services readily available to the younger, more
economically mobile hard-of-hearing adult.

At present, under a new medicare ruling, under title 18, a physician
may avail his patient of the qualified professional audiologist’s services
only for the purpose of determining the need for medical or surgical
correction of a hearing deficit or related medical problem.

The unfortunate majority of hard-of-hearing senior citizens have
noncorrectable losses of hearing. They are not only denied the oppor-
tunity to have their purchase of a hearing aid subsidized under medi-
care but also are forbidden those services of the professional audiol-
ogist which entail determining the “need for and/or the appropriate
type or specifications of a hearing aid.” [Revised Social Security
Regulations 6104. 3. See p. 217.]

I might also add not only are audiologists forbidden to provide
those services under medicare, but also otolaryngologists or any physi-
cians, as well.

So the elderly patient is first denied assistance in the purchase of
his hearing aid and second, he is classified ineligible for any subsidy to
the fee for a professional evaluation to determine which particular
aid might be the best for him without commercial conflict of interest.

Mr. Orror. Just so I understand this clearly, a person senses he has
hearing loss. He goes to a physician. He at that point does not know
whether he is going to need a hearing aid or whether it might be
surgery or some other type of rehabilitation is needed.

. When it is determined that he is not eligible for this payment, when
in fact it turns out that he needs a hearing aid, what is this magical
moment of decision here?

Mr. Surrivan. When, for example, the physician refers the patient
to an audiologist, he might say, “Rule out otosclerosis,” or “Is this

1 See p. 235 for text.
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patient an operable case 2” or “Is there an airborne gap?” which means
there may be room for improvement in the hearing through chemo-
therapy of appropriate surgical procedures. . . .

After the diagnostic testing, the patient’s coverage for audiological
services under medicare ceases. If the physician asks “Can this patient
use a hearing aid?” at that point, I may venture an off-the-record
response. However, if the doctor mentions prior to the evaluation, that
the patient is not operable and requests that I perform a hearing aid
evaluation, determine whether an aid is indicated, which aid may be
the best and proceed with whatever hearing therapy may help him
derive the most effective use of the instrument—these services are not
covered under medicare.

In fact, it is specifically proscribed under the new medicare ruling
(see revised Social Security regulation 6104.3; a copy of which has
been appended to this presentation).

Mr. OrioL. It is a very complex decision that must be made.

Have any physicians been trying to help the older person in any
way by stretching the regulations here?

StePs 1IN TESTING PROCEDURE

Mr. SuLuvan. It becomes a matter of what one calls the testing one
does. In actual practice, the initial testing that the audiologist carries
out, if referred a patient for a hearing aid evaluation, is, at the outset,
essentially the same testing as performed to determine whether or not
the patient is a candidate for audiosurgery.

There is additional testing which follows the diagnostic evaluation
allowing the audiologist to determine the patient’s hearing status with
and without amplification in a sound field—here speech stimuli are
presented via loudspeaker rather than through earphones.

The audiologist may also evaluate how this patient responds to
average, soft, and loud speech stimuli; and speech with a background
ofdsimulated or real environmental noise with and without a hearing
aid.

On the basis of this evaluation and careful consideration of other
relevant factors, the audiologist makes a judicious selection of one or
a number of forms of prosthetic application which may suit the indi-
vidual patient. Then, under laboratory conditions, simulating closely
actual environmental listening conditions, he determines how well this
patient might function with a particular aid, ultimately settling on a
specific recommendation—one which perhaps performs better or inter-
acts more favorably with this patient than any other instrument.

We will then recommend or prescribe that aid with specific gain,
frequency range, output, peak limiting or A.G.C., settings, ear of fit,
type of ear mold, battery, and conditions for trial aid use.

We will counsel the patient prior to his visit to the dealer, giving
him a specific written recommendation so that there is little left to the
dealer’s imagination as to what and how the aid is to be used, how it is
to be set up, or when the next reevaluation is scheduled. This is usually
in a week or two to determine whether the aid has been fitted properly
and that the aid delivered by the salesman is, in fact, the one which
we have requested. :

Let us take the example of a typical geriatric neophyte hearing aid
user.
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We generally request for our patients a reasonable trial rental
period with amplification. Since the medicare patient is paying for
his own hearing aid without subsidy, in order to not to commit him to
what might be an improper hearing aid fitting, we recommend a 4-week
trial period.

After 2 weeks, we instruct the person to return with the instrument
which he may purchase and we hope, use successfully. We evaluate
him with that very instrument he may buy from the hearing aid sales-
man and determine if it is functioning properly, if it is set up as we
have specified, and again evaluate it under simulated and perhaps
under real-life listening conditions.

I\Ve assess speech intelligibility in a sound field and even on the tele-
phone.

At this juncture we may determine and extrapolate, from both sub-
jective and objective data, how well the patient may function in
everyday life with that particular instrument.

If we feel that he is going to function very well, that he is going to
“hit it oft” with the instrument, we will schedule one additional evalua-
tory and counselling session at the end of the 1-month trial period
prior to formal recommendation of payment. A shorter trial period
has not been found satisfactory as some potentially adverse circum-
stances may not yet be encountered in, say, 2 weeks. I don’t think
that a shorter period of time is sufficient to determine whether a proper
fitting has been achieved; whether the hearing impaired elderly pa-
tient 1s well on the road to successful hearing aid use. Incidentally,
many dealers will not countenance the hearing aid trial rental. They
insist on full purchase price with the “option to return the aid.” I
find this most unsatisfactory.

Mr. Orror. How much does this man now owe for all of this testing ?
Just give a range of figures.

Mr. Surrvan. For the evaluatory services ?

Mr. OrioL. Yes.

Mr. Surrivan. At the Long Island College Hospital, Brooklyn, and
at Carlyle Laboratories, 47 East 77th St., New York City, which is a
private audiological facility affiliated with the eminent otolaryn-
gologist, Dr. Wilbur James Gould, we charge $25 for the complete
audiological evaluation which takes approximately 1 hour to 1 hour
and 15 minutes.

Mr. Orror. This is the initial visit?

Mr. Survvaw. This is the initial visit during which time we gener-
ally select and recommend the hearing instrument on a trial rental
basis from the dealer.

The charge for follow-up sessions may range from $5 to $15 depend-
ing upon time involved.

Mr. OrioL. What is the rough income level of the people who use
your center?

Mr. Surrivan., It varies across the socioeconomic spectrum.

Mr. Orior. I just wanted to get the general picture. I am sorry I
interrupted your statement.

Mr. SurLivan. At the final evaluatory session prior to recommend-
ing payment we wish to insure the individual is Interacting properly
with his instrument and know fully well how to operate it.
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Hearixe A ORIENTATION

We perform what we call a hearing aid orientation. We instruct the
individual in the optimum use of his aid. Now we are discussing the
geriatric patients who we often find having the attitude one that turns
on the hearing aid, leaving it at only one gain control setting, one does
not adjust it, regardless of whether the individual raises or lowers his
voice or whether the background noise level rises or falls. One just
keeps the hearing aid at the same level. This attitude, of course,
results in much listening discomfort which the elderly ascribe to the
aid rather than to their inexperience in its use. Also, aid use on the
telephone is a fairly complex matter. We attempt to train the elderly
hearing impaired patient to an appropriate degree of mastery of the
instrument. We let him know this 1s a prosthesis to be manipulated as
the listening circumstances dictate. Generally, this orientation can be
completed in one or two visits.

However, we find often that amplification alone—that is, the simple
making louder of the sound—Is Insufficient to restore adequate and
serviceable communicative resources to the aged hearing-impaired
individual.

The hearing aid takes all the sound in an acoustic milieu and simply
makes it louder. It may be tailored to make the higher frequencies
more intense than the {ower frequencies or vice versa. However, it
cannot make the sounds clearer. The geriatric patient usually has more
than a simple sensitivity loss.

May I draw some simple analogies between hearing and vision. The
speech tapes which we heard earlier this morning simulated a 20, 40,
and 60 decibel loss of hearing.

These were simple sensitivity problems and could easily have been
corrected by compensating for the number of decibels lost, not accord-
ing to a strict formula as one refracts lenses to correct for ophthalmo-
logic defects, but in approximate form.

The analogy here envisioned is the individual reading a newspaper
with a refraction problem and the print appears too small. He dons
an appropriate pair of glasses, the print now seems larger and 18
easily legible. This is akin to the individual with a simple sensitivity
loss of hearing. On the other hand, the geriatric typically has a hear-
ing problem more resembling the visual problem which I have de-
scribed—they print—however, tiny print with tiny holes cut through-
out the newspaper. The individual puts on 2 pair of glasses and cer-
tainly realizes large print, but large print with giant-sized holes. Now
gel ml,l’st be taught how to interpolate the “material missing in the

oles.

This is, at best, only a rough analogy.

The sounds which the geriatric hears through the hearing aid are
often novel and strange to him. For example, the amplified sound “s”
as he knew it at age 25 may sound quite distorted and unrecognizable.
In the course of hearing therapy which we call auditory training, we
try to associate this novel sound with the particular correct speech
sound. The audiologist spends many hours in training to administer
this type of therapy.

Often times the problem is beyond auditory rehabilitation and re-
quires supplementation from another sensory modality. That is, the




individual may have to read lips, not exclusively perhaps, but sup-
plementing the amplified auditory cues which are now heard, but seem
distorted. He is trained and given guidance and practice in this, now,
essential communicative skill by the audiologist.

GerraTric HearinGg Loss

I would like to comment upon the geriatric hearing loss. He typi-
cally suffers from presbycusis which is defined as the loss of hearing
attributable to the inexorable process of aging. It consists generally of
a higher frequency loss of hearing which might easily be compen-
sated per se by frequency selective amplification.

However, this is not a simple sensitivity loss. It is often associated
with this “hole-in-the-newspaper-tiny-print” type of phenomenon,
a resolution problem more than a sensitivity problem. Here we also
have a phenomenon known as a phonemic regression. This consists of
an inordinate amount of difficulty in understanding English speech
in the face of little or no sensitivity loss. Sounds can be heard but not
discriminated. There is a need for auditory training in these cases.
Then, there is recruitment, an abnormal growth of perception of loud-
ness. You may perhaps recognize this pattern in someone you know,
an elderly individual with a hearing problem who says, “I can’t hear
you,” and, as you raise your voice a bit, to compensate, he says, “Don’t
shout. I can hear you but I don’t understand what you are saying.”

Another consideration arising from a hearing loss with recruitment
is known as the dynamic range. This is the difference in decibels, or
units of sound, between the minimum level at which the patient begins
just to understand speech half the time it is presented and the level
at which speech becomes physically intolerable loud. Often, in fact,
most of the time, the elderly impaired hearing patient has a very nar-
now dynamic range. The diagnosis of this condition indicates the need
for very special considerations in evaluating for the fitting of a hearing
aid. With the aid, one begins to stimulate the patient; that is, he hears
the speech sounds but can’t discriminate them. As one advances the
gain control forward just a few decibels the patient calls the sound
too loud. This is one of the problems associated with a restricted
dynamic range.

This consideration must be taken into account when recommending
the form of prosthetic amplification, when considering a course of
therapy, and when counseling the geriatric hard-of-hearing patient
on how and under what circumstances to use his hearing aid, especially
in the critical trial period.

1\(111‘.d OrroL. This relates to the type of evaluation that might be
neede

Mr. Svrravan. Which might be needed but is proscribed under
medicare.

The elderly patient on medicare is denied any form of hearing
therapy. This includes (1) the hearing aid orientation, a program
whereby the hearing-impaired patient is taught to use the hearing aid
at maximum efficiency under a wide variety of simulated and real
environmental listening conditions, including the perceiving of speech
in a quiet background, in a background of environmental noise, and
often on the telephone; (2) auditory training, which helps the hearing-




103

impaired- patient to adjust to the novel and unfamiliar sound as pre-
sented through the hearing aid, associating that sound with already-
known English speech sounds; and (3) lipreading training, which
is often necessary when the geriatric patient’s hearing is so severely
impaired that he must combine both the auditory stimulus as presented
through the hearing aid and lipreading cues.

Any or all of these services are extremely important to the aged
hard-of-hearing population with all of its concomitant problems of
adjustment. These hearing-handicapped older folk must be handled
differently than the middle-aged or the young adult with a hearing
impairment. This situation exists even though that major consumer
publications have recommended that a trained professional audiologist
be consulted whenever possible prior to purchase of an expensive
hearing prosthesis from a hearing aid salesman.

The following are changes recommended in medicare : It is suggested
that surgically noncorrectable hearing loss, so prevalent in the aged
patient, be recognized as a medical problem to be included under the
purview of medicare.

This should not only incorporate the services of the certified clinical
audiologist in the testing for and the selection of an appropriate hear-
ing aid but also the provision of appropriate indicated hearing therapy.
Perhaps even subsidy of the actual purchase of the hearing aid should
be considered as well.

Mr. Orior. I would suggest at today’s prices, the subsidy of today’s
hearing aid would be very expensive.

You feel, however, that if it were a medicare benefit, increased num-
bers of elderly people might use hearing aids, and there might be tost
reductions?

Mr. Svruvan. That would be a question to be answered better by
the people in the hearing aid industry than by me.

Meprcaip axp Hearine A Loss

I now go on to discuss the medicaid program. Hearing aids can be
made available under medicaid, that is title 19. They (aids) are pro-
scribed under medicare. It appears somewhere in the medicare law
words to the effect that “thou shalt not have hearing aids, eye glasses,
and/or dentures.” The proscription is not in title 19 (medicaid) but
it is found intitle 18 (medicare).

Under medicaid, neither the services of an audiologist nor the pro-
vision of -hearing aids is ruled out. However, they are conspicuous by

“their absence in the listing of services and protheses allowed.

So, it has happened, in many States, such as California and New
York with their interpretations of the medicaid programs, that the
completely subsidized hearing aid is made available to those meeting
certain financial eligibility requirements. While I am not an economist,
it is evident that the ultimate source of capital for the provision of
hearing aids under medicaid is the pocket of the same taxpayer who
supports the medicare program.

It is a moot point as to whether we should provide hearing aids under
both title 18 and title 19, but it is in my opinion unquestionably correct
that they must be provided under at least one of those two acts, either
title 18 or title 19.
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To provide aids under both acts or under title 18 with no income
restrictions may be called into question by some interests. If this were
covered under one program, I think that might answer the need.

Mc. Orror. You would limit it to the medically indigent as defined
under medicaid ¢

Do you think that makes the most sense ?

Mr. SurLrvax. It depends on whose point of view you espouse. The
dimension of hearing impairment transcends economic considerations
in my opinion. Their socioeconomic status doesn’t change their com-
municative disability by one iota.

1t is difficult for me, working with the hearing impaired from all
socioeconomic strata, to draw financial boundaries for assistance in
securing an aid.

May 1 present an illustrative exam le? The following would repre-
sent & typical medicare eligible/me icaid ineligible patient encoun-
tered in the division of audiology of the Long Island College Hospital.

He is 70 years old, has little Income except for a modest pension and
a depreciated social security allotment. He must pay rent, and may
have to support an ailing wife. To this hard-of-hearing man, the
expenditure of $350 or more for a hearing aid, even on time payments,
becomes a sizable burden.

This is especially true because hearing loss is not the only impair-
ment to which the elderly fall heir. They have dental problems,
ophthalmological problems, arthritis, liver trouble, and Lord knows
what else. Under medicare, they are obliged to assume at least 20 per-
cent, of the medical care costs. When hearing aids, dentures and eye-
glasses are required as well, the total amount becomes prohibitive. As
a consequence, the elderly will pay for the false teeth and glasses, post-
poning, often indefinitely, the purchase of a hearing aid.

Tt is an especial handicap for medicare patients in a certain thresh-
old zone just outside the tenuously delineated eligibility requirements
of medicaid. So, at this juncture, I'm not prepared to render a defini-
tive statement as to which program should be ascribed the dispensation
of hearing aids.

From the taxpayer’s point of view, it may be more economical to
limit this to the program with some form of income restriction and,
of course, at present, that would be title 19.

The answer may be to elevate the income requirements or perhaps
correct the income requirements on some other basis in order to bring
more of these worthy retired people into the perspective of medicaid.

We have just had a radical shift in New York State, a cutback on
the medicaid program which has eliminated hearing aid subsidies to
virtually everyone under medicaid between the ages of 21 and 65 who
is not on the welfare rolls as well as many nonaffluent retired people.
In effect, this cutback seems to have virtually eliminated anyone in
New York City who is retired and on a pension.

Mcr. Orior. Ts this developed in your extra paragraphs here ?

Mr. Sornivan. No, not to any great extent.

Mr. Orror. I would like to be a little clearer on that.

You say you virtually excluded a person over 65 under the New
York program of medicaid from receiving a hearing aid?

Mr. StrLivax. If they are on social security and have a modest
pension, the combined income would just about push them outside of
the eligibility for the medicaid program.
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Mr. Mmier. You say if they have social security and a pension.

Translating into terms that I think may be more meaningful here
on Capitol Hill, what you are saying is their combined social security
and pension attains a level which is not within the eligibility for
medicaid or other welfare programs; is that correct ?

Mr. SurLivan. That is correct. I am sorry I didn’t make that clear.

These individuals may own a small piece of real property. Their life
savings may amount to but $1,000 or $2,000 in the bank or in an
annuity.

Mr. Mrvier. But this is not an exclusion with reference to hearing
aids.

This is an exclusion with reference to other medical services as well.

Mr. SurLivan. That is correct.

Mr. MirLer. In other words, a characteristic of a retreat on the
medical eligibility standardsin New York?

Mr. Suriivan. Yes; this commentary refers only to medicaid in
the State of New York. But its implications may be generalized to other
geographical areas.

There is quite a problem in New York State which derives from the
variance in standards and costs of living from upstate to downstate
areas. When they set a single scale for medicaid eligibility require-
ments, it happened that entire towns in upstate regions suddenly
became eligible for medicaid. The taxpayers of those communities
were then shouldered with the burden of 25 percent of the costs of
administering that program.

So, we have upstate New York factions saying, “No, we have to
raise the requirement to eliminate most of these people from the
medicaid rolls” and downstate, urban interests in the New York City
area claiming that this move would disenfranchize too many worthy
people from coverage under the medicaid program. So there exists
a serious intrastate conflict. Additionally, not only are there differences
in interpretations of financial eligibility between States but within
States and communities as well. _

Mr. Orior. The late Senator Kennedy at a hearing we had in
New York City by the Health Subcommittee advanced an amendment
intended to deal with that situation.

I would like to get that to you and get your reaction on whether you
think it is practical.

Mr. Suruivan. I would be pleased to comment upon it.!

Now, the interpretation of title 19, the enabling medicaid legislation,
differs radically from State to State with regard to the hearing im-
paired patient. : }

While some States make no provision for supplying prosthetic am-
plification to the medicaid eligible hard of hearing patient, others,
such as New York State, permit the aged hard of hearing medicaid
patient to obtain a hearing aid, fully subsidized, upon a physician’s
recommendation.

Discrepancies among the States for medicaid eligible, hearing im-
paired patients are further multiplied by the fact that each of the
more than 50 New York State county or regional agencies, which
administer the medicaid program, may or may not see fit to embel-

1 See p. 116.
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lish the sole basic requirement that any physician may prescribe or
recommend the use of a hearing aid. o

For example, in the Buffalo area, the medicaid agency insists that
all hearing aid cases must be referred through the severely taxed
audiology centers. On the other hand, in New York City, only board-
certified ENT specialists may recommend a hearing aid under medi-
caid sending the patient directly to the hearing aid salesman.

Further, in New York City the same audiologists who are eligible
to do diagnostic testing under medicare be they in private practice,
in a university hearing and speech clinic, or in a voluntary hospital
hearing and speech clinic, are not eligible to do testing for the selec-
tion and fitting of hearing aids or to provide hearing therapy under
the medicaid program.

Puysiciaw, Patient Dextep Free CHolcE

In effect, both physician and medicaid patient are denied free choice
of the professional audiologist’s inva,luagle services, suggested above
as essential to the hearing impaired senior citizen under medicare.
If the patient does not choose to go to one of the few city-approved,
hospital-based audiological centers, which are already burdened be-
yond reasonable limits with care of needy hearing impaired children,
his only recourse is to go directly from physician to hearing aid sales-
man with no opportunity for the professional audiologist to test,
evaluate, counsel, or provide hearing therapy.

In Nassau County, & community adjacent to New York City, con-
ditions are far superior for the medicaid eligible patient with amplifi-
cation-compensable hearing loss. There, an ENT specialist has the
option of referring his patient either to an approved privately prac-
ticing audiologist or hospital audiology center, or directly to a hearing
aid salesman. Furthermore, while general practitioners may not refer
a medicaid patient with hearing loss directly to an aid salesman, he
may refer to an audiologist. By comparison, the New York City medi-
caid program for the hearing impaired appears regressive.

The following are suggestions applicable to medicaid. It is sug-
gested that, as under title 19, the various States can provide fully sub-
sidized prosthetic amplification for medicaid eligible patients, the
diagnostic, hearing aid evaluatory, and hearing therapy services of the
certified professional audiologist as found in private practice, uni-
versity hearing and speech centers, and hospital hearing and speech
centers be made as accessible to the elderly medicaid eligible, hearing
impaired patient as they are to the younger, more affluent hard-of-
hearing adult. '

Mr. Orior. You are suggesting an amendment to the Medicare Act
specifically setting forth this area?

Mr. Surnvan. In effect, diagnostic audiological testing has been
already written into title 18 (medicare), and there, of course, we sug-
gest inclusion of the other audiological services being specifically writ-
ten in as well. I also suggest this same specific inclusion of the audiol-
ogist’s invaluable services to the hearing impaired under title 19.
That is, I suggest that we include the diagnostic hearing aid evalua-
tory and therapeutic services of the audiologist together with the
option to the State that, if they so desire, prosthetic amplification
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within may be provided certain flexible financial eligibility require-
ments.

Mr. Orion. Mr. Miller, do you have any questions?

Mr. Mmier. I think, Mr. Sullivan, you have been most eloquent
in your presentation and I compliment you on that. )

I have reviewed the clippings that you attached to your testlmonf.
I think that it is very eVISent that the audiologists have a very able
spokesman in you as to the importance of their professional com-
petence.

However, I am a little bit concerned about certain aspects of your
testimony and the attachments thereto.

I believe it was the intent of Congress in the creation of title 19
of the Social Security Act, commonly referred to as medicaid, to pro-
vide a financing mechanism in cooperation with States through grants-
in-aid for the provision of health services to people who are unable
to provide them for themselves.

s with medicare under title 18, provision was made for certain
specified health services. I think your comments upon those two areas
and suggestions for changes open a wide door for possible future
inquiry. However, I have the feeling that they are not immediately
germane to the hearing of this subcommittee at this moment nearly
so much as some of the clippings that have been attached to your
statement and your comment on the exclusion of the audiologist.

NEw Yorg REsSTRICTIONS

I would like to ask in New York medicaid to which you particularly
addressed your attention in your opening comments, is it impossible
for a physician in EENT to refer a patient to an audiologist or to one
of the clinics using professional audiologists under New York’s medi-
caid program ?

Mr. SuLLivan. When considering medicaid, we have to go through
two levels of interpretation: from the Federal to State level, and
the State level to the regional level.

Mr. Mirier. I am speaking about New York City. I am particularly
interested in the one in New York City.

Mr. Surnivan. There are nine hospital hearing and speech centers
which are approved by the Bureau for Handicapped Children.

They meet the very rigid standards for evaluation:

Mr. MiLer. These you have already discussed. My question is, sir,
is there any limitation on a physician under medicaid to refer a patient
to any of these centers or to an audiologist for evaluation ?

Mr. Surrivan. One of the key features of medicaid versus welfare
is the “free choice” of private medical practitioner. There is in effect
a certain stigma attached, in that some of these hospital centers are
city hospitals. For example, you have Bellevue and Kings County
Hospitals, which are city hospitals.

Mr. MiLLER. Maybe 1 am not making my question clear. It is a very
simple one. Is there any provision in the medicaid program under the
direction of Dr. Bellin in New York City which prohibits a doctor of
medicine qualified in the care of the ear to refer a patient under medi-
caid to an audiologist ?

Mr. SurLivan. Directly to an audiologist ?

Mr. MiLLER. Yes.

98-912—68——8
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Mr. SurLivan. Yes; there is a prohibition in New York City. He
cannot refer directly to a certiﬁeg audiologist. With regard to hos-
;C)ital—based audiology centers, this is severely restricted by New York
ity. Medicaid as 1t is also hampered by the policies of the various
hospitals. .

I was attempting to clarify this complex situation. In the city
hospitals in order for a patient to be evaluated in a hearing and speech
center, he must go through the outpatient ear, nose, and throat clinic.

If you are an otolaryngologist, and wish to refer a patient to the
Kings County Hospital Hearing and Speech Center after you perform
the ear, nose, and throat examination, you must remand the care of
your patient to a resident physician in the outpatient dispensary of
that hospital for the evaluation to be repeated. That resident is gener-
ally a stranger to both patient and physician.

Only then can that patient be given a complete audiological evalu-
ation. J. Jones, M.D., could not refer his hearing-impaired medicaid
patient to S. Smith, Ph. D., Certified Audiologist.

The other hospitals which are approved are voluntary hospitals.
Unless the physician has referral privileges at that hospital, unless
he is a staff member, he must refer his patient.as above, and remand
him to the outpatient clinic where again the resident in training
duplicates the examination.

Mr. MiriEr. If he is a staff physician, he can refer to an audiologist.

Mr. Surrivan. He can refer then to the approved hospital hearing
center, but not to a certified private audiologist or to an audiologist in a
university setting, audiology center, or to a league for the hard of
hearing. This situation exists despite the fact that the physician will
send his private patients to these other sites of audiological service.

Mr. MirLer. There is really no impediment for a qualified physician
or medical team to refer to an audiologist, medical team providing

Mr. SuLLivax. Providing it goes through the approved hospital
outpatient clinic, and then on to the hearing and speech clinic.

Mr. Mrrrer. I wanted to establish that.

Mr. SurLivan. But it must be one of the 10 centers approved for
hearing aids. For example, the hearing and speech clinic of, let’s say,
Teacher’s College, Columbia University, a fine center, receives many
referrals from the otologists at Columbia Presbyterian Medical Center.

Private patients may be referred there but not medicaid patients.
There is no mechanism for recognizing the services of this fine audiol-
ogy problem under medicaid because 1t is in a university setting. This
proscription holds in New York City is also for privately practicing
audiologists who may be approved to evaluate medicare patients.

Mr. Mcer. Now I want to relate to another matter and this relates
to one of the press clippings attached to your testimony.

You have a February 15 clipping from the New York Post, which
has in it the point that exception has been taken to the decision by
Dr. Bellin and Dr. Rubin.

They are the two physicians mentioned, but referring to Dr. Lowell
Bellin, it says:
~ Executive Director of the City’s Medicaid program was asked why an audiol-
ogist was no longer required.

Earlier in the article it says:
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In the past Medicaid patients of all ages in need of hearing help were required
to go to an ear, nose and throat doctor and then to an audiologist who would
send them on to a hearing aid dealer with a prescription.

Now only a doctor is required to examine a patient to ascertain whether an
aid might help his condition. From the doctor, the patient goes directly to a
dealer, skipping the audiologist.

I have gathered from your statement and the fact that these are
attached to your statement that this is a matter of great concern to
you; is that correct ?

Mr. Suriivan. Yes. These matters are of critical concern not only
to me and the profession of audiology, but the hearing-handicapped
whom they serve as well.

Mr. Mirier. I would like to direct my question more specifically to
the later paragraph in the article which states, “Dr. Lowell Be in,
executive director of the city’s medicaid program, was asked why an
audiologist is no longer required,” and this is what he said : “We found
that there were long waiting lists at speech and hearing centers for
audiologists’ examinations.” He said:

So I said to myself, why should someone have to wait a year for a hearing aid?
I called in the best people in the field to get their views. Needless to say, the
audiologists were against any change and for obvious reasons the dealers felt
differently.

‘We finally kept the old rules for those under 21 years of age and if the ear,
nose and throat man feels an adult should go to an audiologist, he is allowed
to send him.

In practice, however, the Post has been told, the doctors have been sending
patients to dealers merely with instructions to be fitted for an aid, leaving it up
to the dealers to make the final decision.

Now, we have heard a great deal of testimony about the compe-
tence and we have had some question about the competence of some
of the dealers to fit hearing aids but there has been a preponderance
of testimony today to indicate that they have a Ligh degree of capa-
bility. It may not reach into some of the precise areas that you have
discussed and this is understandable because as an audiologist you
have a highly specialized field. Now, to my question, has there been any
mass of complaints received in New York City about improperly
fitted hearing aid or overcharging or other inadequate services with
reference to the hearing aids provided under the new program since
the 15th of February when I gather this ruling went into effect, or
has the effect merely been that people are now able to go to dealers
to get hearing aids whereas previously they had te wait so long they
didn’t get benefit of service?

Has there been any price gouging or excessive costs, any evidence
of any extensive improperly fitted hearing aids and complaints from
the public about the quality of hearing aids they have been getting
under the medicaid program since the 15th of February?

That is my question.

Mr. Surivax. That is quite a question.

Mr. MiLLER. Are you prepared to answer it?

Mr. Suriivan, Certainly, I am prepared to answer it.

With regard to the question on price gouging, it is impossible to
gouge in the State of New York because there are price lists set up
by manufacturers which must be listed with the State in Albany.

Mr. Mivier. There has been no abuse on the price?

Mr. Sururvaxn. This is an interesting phenomenon because the State
pays for the hearing aids at 20 percent off the “manufacturer’s sug-




gested list price.” This may mean, for example, that two hearing aids
that a dealer has may be identical in list price, yet one cost him 875,
wholesale, the other cost $150. So there is no possibility for price
gouging in the State per se. However, qualitatively inferior aids may
be dispensed under medicaid at the same cost to taxpayer as a superior
Instrument. ) ]

Mr. MiLer. On the second point, the matter of the satisfaction of
needs of the people— ]

Mr. Suruivan. The audiologist seldom sees those patients who are
sent directly to the salesman. However, those who we do see are gen-
erally being evaluated subsequent to a salesman misfitting because
they are highly dissatisfied.

Mr. MiLLER. Are you seeing many of those ?

Tuae “Dimrect RouTe” For Frrring

Mr. SurLivan. We see two to three patients a week who have been
fitted by the new “direct route;” those fitted under the typical sales-
man’s expeditious philosophy “we will hang as many hearing aids on
as many ears as rapidly as possible.” Virtually the only reason we see
these patients is because they are dissatisfied. The salesman’s fit is
generally improper and they have complained volubly to their
physician,

In practice the physician sends a patient to a salesman, who in turn
actually recommends the aid. That dealer typically handles one major
brand and one minor brand.

If, for example, you were sent to a franchised brand X dealer,
he represents a line which does not include an eyeglass bone-conduc-
tion hearing aid. This is an essential type of hearing for certain types
of chronic middle ear pathology; otitis media. Would that dealer
then send him to another hearing aid dealer who does carry this
instrument ?

I would hope so, but I have my doubts. It is my contention that
not one, two, or even three lines of hearing aids ean fit all auditory
pathology.

But when the patient is directed by the otologist to a specific sales-
man, without going through the specific test procedures which the
audiologist is equipped and trained to carry out, then that salesman
who first receives the patient will be the dealer to make the sale.

Mr. Miurer. What you are challenging then at this particular
moment is not the dealer but the medical profession of the city of
New York.

You are challenging not the dealer but the otolaryngologist.

Mr. Surrivaw. The informed otolaryngologist is the staunchest ally
and colleague of the professional audiologist. Otolaryngology is, to
a goodly extent, the parent profession from which and under whose
aegis and support audiology has developed as a professional field.

You misunderstand my major contention in those newspaper articles
which you cite. I am challenging New York City medicaid policies
toward the hearing impaired. The New York City medicaid system on
hearing aids is not only ineflicient and excessively costly to the tax-
payer, but detrimental to the best interests of the elderly hearing
impaired. I am challenging the logistics of this system.
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Mr. Mirier. I think it is pretty evident that this is what you have
just done.

Mr. Suntivan. May I please respond to one additional point?

You have read Dr. Bellin’s comment about the virtually infinite
wait, the 1-year wait for a hearing aid. If you will turn to exhibit H
(p. 221) in the material which I have submitted you will find an ar-
ticle in the New York Daily News Colorado section where Dr. Bellin
is quoted as saying:

I could have lived with the situation in Manhattan where there were six centers
and the waiting period averaged a couple of weeks but it was obvious under this
system hundreds of New Yorkers were denied any help at all with their hearing.

‘Why could not some of the long-suffering Bronx patients have been
directed by medicaid to those Manhattan audiological centers with
the 2-week backlog?

Our suggested answer to the problem was not this “throwing out
the baby with the bath water” but rather to avail the city of all
the other qualified audiologists and audiological centers which are
available.

There are at least 10 other hospital hearing centers which are per-
fectly qualified, having ASHA. certified audiologists on their staffs,
there are five or so university hearing centers and a number of private
audiology practitioners, all of whom meet requirements under
medicare.

It was our simple suggestion for expediting service to incorporate
these facilities and make them as accessible to medicaid patients as
they are to private patients.

That suggestion was rejected in New York City in deference to
using the same overtaxed centers for medicaid patients as are being
used for the State-assisted pediatric patients with hearing loss. The
medicaid patients are then pushed into the rear of the waiting list
in deference to children with impaired hearing. They then have an
even longer wait as the backlog grows. Instead, patient and physician
alike are forced to the only expedient—out to the hearing aid sales-
man—back to the doctor—*“how do you like the aid #”—if he likes it,
fine—it not, there is no recourse, in New York City, for any form of
hearing therapy.

Mr. MiiLer. I commented at the outset about your eloquence and
you continue so to be.

There is no question about that. I think that this is an area that
might deserve some further exploration. Perhaps it will be developed
by witnesses later in the hearing.

I would like—

Mr. Orior. Do you mean the whole general area of medicaid or the
New York City situation? -

Mr. Mirrer. No, the audiologist as a required intermediary which
is my understanding of Mr. Sullivan’s proposal.

Mr. Surrvan. Not necessarily. For example, recommendations were
made to the city of New York from the Technical Advisory Commit-
tee on Hearing to the Department of Health that: under medicaid the
recommendation of a hearing aid require the services of a qualified
audiologist unless the otolaryngologist qualifies as an audiologist, in
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which case the ENT specialist may refer directly to the hearing aid
dealer.

We happen to have in the New York area a few otolaryngologists who
are both trained and equipped to function as audiologists.

Mr. Mirer. Do you have enough audiologists in New York City to
handle this load for the medicaid patients?

Mr. Svrrivan. We have many more qualified audiologists in New
York City than are permitted to function under medicaid by the city.

Mr. Micrer. I am asking you a straight question that calls for a
yes or no answer.

Do you have enough qualified audiologists in the city of New York
to care for the medicaid patients under this program?

Mr. SvLrLivan. You press me for the answer to a most difficult
and, to an extent, hypothetical question, sir.

Mr. Mirrer. I will ask you another: Did you have enough audi-
ologists in the city of New York to take care of all of the patients ex-
clusive of medicaid that may have need for a hearing aid?

Mr. Surtivan. There is little or no backlog on private adult cases
referred for audiological hearing aid evaluatory services.

Mr. MuLer. You do not answer the question with reference to medic-
aid patients but including them and adding the others——

Mr. SvrLivan. All of the centers in New York are now handling all
of the nonmedicaid patients that are being referred there.

Mr. Mitier. All of the people purchasing hearing aids in the city
of New York

Mr. Surrivan. No, the statistic in New York is somewhere around
70 percent of all hearing aids are purchased directly from the hearing
aid salesman.

Mr. Mireer. This is not my question. I am speaking about people
like Miss Fabray, and me, and on down to the man who hasn’t got
50 cents in his pocket, are there enough audiologists in the city of
New York to take care of the demand should all hearing aids be
channeled through them?

This is my question.

Mr. Surrivawn. If we take into consideration Dr. Bellin’s comments
that there are facilities in Manhattan with but a 2-week delay and 1
think he labels them six in number

Mr. Micrer. I am asking for your professional opinion as an
audiologist.

Mr. SvrLivan. I think we can probably handle the vast majority of
cases who require evaluatory services in a reasonable amount of time.
C'M% Orior. How many audiologists are there roughly in New York

1ty ¢

Mr. Suriivan. There are, I would say, approximately 50 to 75
professionals engaged in audiological practice, in its many facets, in
the Greater New York area.

Mr. Orrorn. Your question was hypothetical because no one is think-
ing of required:

Mr. MrrLEr. This gentleman is talking about requiring it for medic-
aid patients.

Mr. Orior. That is the way the situation was in New York.

The otolaryngologist in the picture does not want to send his patient
to an audiologist, I don’t think you can force an otolaryngologist,
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if he feels competent to render that service, to have the services
duplicated.

Mr. Mier. Was not this the requirement prior to the change by
Bellin?

Mr. Surrivan. Yes; it was a prior requirement. However, the sug-
gested inclusion of the audiologically qualified ENT specialist with
all certified audiologists was rejected as the sole change by the city.

Mr. Mirer. Did you say the program was forcing him? )

Mr. Svrrivan. The change was as much reaction to these initial
strictures as it was the result of pressures from commercial interests.
There is appended to the printed material distributed earlier to
your subcommittee (exhibit G)! a letter sent out by the New York
Hearing Aid Dealers Guild circularizing New York City otolaryngol-
ogists. In essence, it makes the absurd inference that the professional
audiologist is attempting to usurp and undermine the otolaryngologist
in the area of hearing aid recommendations. The dealers even included
a stamped postcard preaddressed and filled in, expressing support for
the, then recent, lowering of medicaid standards re the hearing im-
paired. I have been unable to obtain any statistics on the proportion
of responses to this specious bit of commercial propaganda.

Mr. Miier. I must confess that a good bit of my questioning has
been related to an observation made by Miss Fabray this morning
when she commented that we have in this country 1,000—and she, of
course, is very deeply interested in everybody getting the best possible
kind of care and in the course of her testimony I think she had many
fine things to say about many of the dealers.

I don’t think she was being critical of the dealers in their ability to
fit hearing aids.

Mr. Surrivan. However, in her testimony, she made a statement to
the effect that it would be very easy for her to “shoot down” the hear-
ing aid dealers and that she preferred to comment on more positive
points.

Mr. MinLer. A good bit of my question springs from noting in her
testimony that we have 1,000 audiologists in the United States and we
need 10,000 and I was relating it to this problem.

Mr. Orror. I think it is directly relevant because any practices that
arise out of Federal programs that relate to quality of care provided
are directly pertinent to what we should be talking about at this
hearing.

Mr. SULLIVAN. Tomorrow, I think you might ask Dr. Kenneth O.
Johnson, who is the executive secretary of the American Speech and
Hearings Association, for some exact statistics on the number of certi-
fied and perhaps certificate-eligible audiologists in the country.

Mr. Orior. It is very late in the day and I have just two more ques-
tions which I will not ask for answers now, but I would appreciate
hearing from you.

The first question relates to something that Nanette Fabray said
this morning.

She spoke of the stigma, the reluctance of people with hearing loss
to admit they may need rehabilitation of some kind. The other was
the statement by Mr. Kojis that the industry 1s selling to people who
don’t want the product so we seem to have a fundamental problem

1See app. 1, p. 220.
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here. I wonder whether, from your work day to day in the center, you
see any way this attitude can be changed, and whether you have recom-
mendations for educational programs, for things that maybe the
Government can’t do but others can.

We would be very interested in a detailed discussion of this.

The other question deals with manpower needs.

Throughout the day we have heard many references to shortages
here and shortages there.

There will be some proposals made for breaking away and finding
supportive personnel. We would very much like to have your recom-
mendations on any programs that would help provide the type of
personnel you need every day in your center.

Because it 1s so late, I will merely ask for those in writing.

I would like to join Mr. Miller in praising you on your presentation.

It was a very productive statement and we are very happy to have it.

Mr. Surwivan. I am honored, having been given the opportunity
to appear.

I respectfully request that the materials appended to my presenta-
tion summary be reproduced with the above testimony.*

PREPARED STATEMENT OF RoY F. SULLAVAN

HEARING AIDS AND THE ELDERLY—MEDICARE AND MEDICAID (NEW YORK STATE)
CONSIDERATIONS

INTRODUCTION

There are, according to Price, Waterhouse, approximately 32,000 to 35,000
hearing aids sold in the state of New York annually by hearing aid dealers at an
average unit price of approximately $250.00 to $275.00. It is further estimated
that there are in New York State almost 60,000 hearing-impaired senior citizens
over the age of 65 whose degree of hearing loss can be defined as “cannot hear
and understand spoken words” or “can hear and understand a few spoken words”.
(The Minority-Group Needs of the Deaf, Report to the Governor and the Legis-
lature of New York State, March 31, 1968.)

Despite the recommendations of such reports as that cited above and of major
consumer publications to the effect that the services of the Clinical Audiologist
be secured wherever possible in the testing for and selection of hearing aids, as
well as in the provision of appropriate hearing therapy, both the Medicare and
New York State Medicaid programs severely handicap the geriatric hearing-
impaired patient in his attempt to secure those services readily available to the
younger, more afluent hard-of-hearing adult.

MEDICARE

At present, under a new Medicare ruling, a physician may avail his patient of
the services of the qualified Professional 'Audiologist only for the purpose of
determining the need for medical or surgical correction of a hearing deficit or
related medical problem. The unfortunate majority of hard-of-hearing senior
citizens with non-correctable losses of hearing are not only denied the opportunity
to have their purchase of a hearing aid subsidized under Medicare but also are
forbidden those services of the Professional Audiologist which entail determining
the “need for and/or the appropriate type or specifications of a hearing aid.”
(Revised Social Security Regulation 6104.3.)

The elderly patient is also denied any form of hearing therapy, such as the
hearing aid orientation, a program whereby the hearing-impaired patient is
taught to use the hearing aid to maximum efficiency under a wide variety of simu-
lated and real environmental listening conditions, including the perceiving of
speech in a quiet background, in a background of environmental noise, and often
on the telephone as well; auditory training, which helps the hearing-impaired
patient to adjust to the novel and unfamiliar sound as presented through the
hearing aid, associating that sound with already-known English speech sounds;

1 Exhibits appended to Mr. Sullivan’s testimony will be found in the appendix, p. 217,
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and/or lipreading training, which is often necessary when the geriatric patient’s
hearing is so severely impaired that he must combine both the auditory stimulus
as presented through the hearing aid and lipreading cues.

Any or all of these services are extremely important to the geriatric hard-of-
hearing population with all of its concommitant problems of adjustment. This
sitnation exists even though major consumer publications have recommended
that a trained Professional Audiologist be consulted whenever possible prior to
purchase of an expensive hearing prosthesis from a hearing aid salesman.

RECOMMENDATIONS

Medicare.~—1t is suggested that surgically non-correctable hearing loss in the
aged patient be recognized as a medical problem to be included under the purview
of Medicare. This should not only include the services of the Certified Clinical
Audiologist in the testing for and selection of an appropriate hearing aid but also
the provision of appropriate indicated hearing therapy, and subsidy of the actual
purchase of the hearing aid per se as well.

MEDICAID

The interpretation of Title XIX, the enabling Medicaid legislation, from state
to state with regard to the hearing-impaired patient differs radically. While some
states make no provision for supplying prosthetic amplification to the Medicaid-
eligible hard-of-hearing patient, others, such as New York State, permit the aged
hard-of-hearing Medicaid patient to obtain a hearing aid, fully subsidized, upon
a physician’s recommendation. The discrepancies among the states for Medicaid
hearing-impaired patients are further multiplied by the fact that each of the
more than 50 New York State county or regional agencies which administer the
Medicaid program may or may not see fit to embellish the basic regulation that a
physician must prescribe or recommend the use of a hearing aid.

The situation in New York varies, for example, from that of the Buffalo area,
where the Medicaid agency insists that all hearing aids be recommended through
severely-taxed audiology centers to the sitnation in New York City, where any
Board-eligible or Board-certified E-N-T specialist may recommend a hearing
aid under Medicaid directly to the hearing aid salesman. (Various press clip-
pings and reports concerning the New York City Medicaid problems can be found
in the Appendix to this summary report.)

Further, in New York City the same Audiologists, be they in private practice,
in a university hearing-and-speech clinic, or in a voluntary hospital hearing-and-
speech clinic, who are eligible to do diagnostic testing under Medicare are not
eligible to do testing for the selection and fitting of hearing aids or to provide
hearing therapy under the Medicaid program, In effect, both physician and
Medicaid patient are denied free choice of the Professional Audiologist’s in-
valuable services, suggested above as essential under Medicare. If the patient
does not choose to go to one of the few City-approved hospital-based audiological
centers, which are already burdened beyond reasonable limits with care of needy
hearing-impaired children, his.only recourse is to go directly from physician to
hearing aid salesman with no opportunity for the Professional Audiologist to
test, evaluate, counsel, or provide hearing therapy.

RECOMMENDATIONS

Medicaid.—It is suggested that, as under Title XIX the various states can
provide fully subsidized prosthetic amplification for Medicaid-eligible patients,
the diagnostic, hearing-aid-evaluatory, and hearing therapy services of the Cer-
tified Professional Audiologist as found in private practice, university hearing-
and-speech centers, and hospital hearing-and-speech centers be made as accessible
to the elderly Medicaid-eligible hearing-impaired patient as they are to the
young, more affluent hard-of-hearing adult.

(The chairman, in a letter written shortly after the hearing, ad-
dressed the following questions tothe witness:)

Question 1. Several questions were addressed to you at the end of your testi-
mony. We would like to have your replies.

Question 2. You were also asked about the late Senator Robert Kennedy's pro-
posal for smoothing out differences in Medicaid costs in rural and urban arcas.
His proposal may be found on page 497 of the printed transcript.
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(The following reply was received :)

May I take this opportunity to present my brief comments upon these questions
presented to me by your Staff Director, Mr. Oriol.

The first question had to do with my reaction to the practicality of an amend-
ment advanced by the late Senator Kennedy during hearings before the Subcom-
mittee on Health of the Elderly on October 19, 1967 in New York. As I understand
it, Senator Kennedy had proposed that shelter costs become the basis for de-
termination of financial eligibility for medical health care subsidy under Medi-
caid. As the purchasing power of the dollar extends further in rural areas than
in urban areas, I would consider this proposal to be far more realistic and equit-
able than others offered thus far.

As I had mentioned during the course of my direct testimony before your
subcommittee, the imposition of a single financial eligibility scale for Medicaid
recipients resulted in virtually entire populations of Upstate communities falling
under the purview of Medicaid. This left an irate 5-t0-109 remainder of the popu-
lation to bear the 259 community costs of the Medicaid program administration.
The New York State Medicaid program should have allowed for the fact that land
and housing, and to an extent living standards, vary among urban and suburban
communities. The necessity would then have been obviated for the general
statewide cutback in Medicaid funds resulting in the disenfranchisement of many
worthy patients from the New York City area.

The second question posed by Mr. Oriol concerned enlightenment of the public
on the need for acceptance of hearing prostheses where they are indicated and
hearing therapy where it is necessary for successful auditory rehabilitation. What
would be some recommendations for educational programs and for steps which
may be taken by the Government that are not easily approached by other
interests?

The analogy is often drawn between the initial reluctance, on the part of
the sensorialy-handicapped public, to accept eyeglasses and hearing aids. I do not
believe the situations to be parallel.

Even when one allows for the change in standard of living between the time
eyeglasses were first recommended for common use and the present, it is my
personal opinion that the high cost of the hearing aid may be a far greater de-
terrent to purchase than the direct stigma attached to its wearing and use. A pair
of spectacles, not provided for under Medicare, may cost the geriatric patient ten
to twenty dollars. A typical price for a monaural behind-the-ear-type hearing aid
is on the order of $300 to $350. This prosthesis is, as well, not subsidized under
the Medicare program. It is noteworthy that the greatest expcnse to the con-
sumer occurs in the dealer markup, which is usually in the area of 200%. On a
$300.00 hearing aid, this would amount to $200.

Education of the public on a mass-media basis, as is currently being under-
taken through the use of advertising agencies by the Rehabilitation Services Ad-
ministration, will aid in improving the public’s attitude toward auditory rehabili-
tative services as best offered by the Professional Audiologist. However, it is my
opinion that the Government or any other body will have a difficult time in sell-
ing the geriatric hearing-impaired public on the palatability of the relative
financial hardship one must endure in undertaking the unsubsidized purchase of
a hearing aid.

Possible solutions te this problem range from a reasonable subsidization of
hearing aid cost under the Medicare program to the large-scale wholesale pur-
chase of hearing instruments by the Government for distribution to the hearing-
impaired geriatric public via certified audiological centers. This latter approach
was presented during your hearings by Dr. Kenneth Johnson, Executive Secretary
of the American Speech and Hearing Association. It has also been indicated to
me that such a program has been successfully undertaken by the State of
Louisiana for their program of aid to hearing-handicapped children.

In summary, I believe the type of advertising campaign to be undertaken by
the Rehabilitation Services Administration is extremely desirable. Hopefully,
it will be effective in motivating the hearing-impaired geriatric public to secure
the necessary hearing-rehabilitative services where indicated. However, it is my
contention that the potential stigma to the geriatric hearing-impaired patient con-
templating the use of a hearing aid is considerably more financial than social.
The suggestion for a partial subsidy of hearing prosthesis under Medicare appears
to me most desirable at the present time.

The final question posed by Mr. Oriol concerned the personnel needs of directors
of audiological service programs. Grants-in-aid provided by the Rehabilitation
Services Administration for the training of Audiologists and educators of the
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deaf are invaluable, being in greater demand than there are funds to meet the
need. The governmental allotment of additional funds for the training at the
graduate level of professional audiological personnel is certainly to be desired.
Furthermore, I believe there to exist no small degree of reflexiveness between
the relatively small number of hospitals and other institutions throughout the
country available to provide professional audiological services to the hearing-
impaired population and the availability of trained, qualified Professional
Audiologists.

1 offered recommendations to be followed concerning inclusion of audiological
services under both Medicare and Medicaid as practiced by trained Professional
Audiologists either in private practice, university hearing centers, or hospital
hearing and speech centers. As a consequence, there should be incentives for
Audiologists to enter into private practice after completion of appropriate train-
ing. As well, various voluntary and private hospitals would be motivated to
undertake the high initial expenditures necessary to outfit and instrument an
institutionally-based audiological center in the knowledge that all professional
audiological services to be offered there would be covered under the various
medical public assistance programs.

Thus, motivation would be provided for new talent to enter the field of Audi-
ology. Hospitals could construct centers which might begin to operate at a self-
sustaining level. And, most important of all, professional audiological services
would then be made available to a much larger segment of the hearing-impaired
population.

Mr. Ormor. I would like to note that Mr. William Hutton, execu-
tive director of the National Council of Senior Citizens was in and
presented a statement.

(The prepared statement of William R. Hutton follows:)

PREPARED STATEMENT OF WILLIAM R. HUTTON, EXECUTIVE DIRECTOR, NATIONAL
COUNCIL OF SENIOR CITIZENS

Mr. Chairman, this statement is submitted on behalf of the 2,500,000-member
National Council of Senior Citizens who are vitally concerned with your con-
tinuing inquiry into the cost, service, efficiency and other consumer aspects of
the trade in hearing aids.

It has always been the policy of the National Council to urge members with
hearing difficulties to consult a doctor for diagnosis of the difficulties.

Assuming the member takes this advice and the doctor who is consulted
recommends surgery or other medical therapy, this expense is covered by
Medicare but, if the doctor recommends a hearing aid, Medicare pays nothing.

Medicare unreasonably excludes hearing aids, eye glasses and false teeth.
The National Council of Senior Citizens has repeatedly urged Congress to extend
Medicare coverage to these essential health aids but unfortunately Congress so
far has seen fit to do nothing.

The U.S. Public Health Service reports that six and a half million Americans
have defective hearing and that at least a third are 65 or over. Some might bene-
fit from wearing hearing aids but only a medical examination can determine this.

Despite the obvious importance of getting medical advice on hearing difficulties,
eight out of every ten hearing aids are sold solely on the advice of a hearing aid
dealer.

Only one State, Oregon, requires those in business as hearing aid dealers or
consultants to meet minimum standards of proficiency.

This is surely a sad commentary on the quality of health care in the USA.

More dismaying still is the refusal of Federal agencies that test consumer
goods, including hearing aids, to release the results of their tests.

Mr. Chairman and other distinguished committee members, I call attention
particularly to the U.S. Veterans Administration which has adamantly denied
public access to test data on comprehensive hearing aid tests made for it by
the National Bureau of Standards.

I wish to point out this is in open defiance of the Freedom of Information Law
that became effective just a year ago.

The Veterans Administration uses the results of the National Bureau of
Standards’ hearing aid tests to improve its hearing aid service to armed forces
veterans.

The National Council of Senior Citizens applauds this concern for the welfare
of armed forces veterans but we respectfully ask how Congress can condone
the discrimination involved in providing this highly valuable service for one
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group of citizens, worthy and deserving as they are, while unreasonably and
arbitrarily denying it to other citizens by refusing to make its hearing aid test
data available to everyone who can benefit on an equal basis?

Mr. Chairman and other distinguished subcommittee members, the National
Council of Senior Citizens appeals to Congress to bring all possible pressure on
the Administrator of the Veterans Administration to comply with the Freedom
of Information Law by making available on an equal basis its hearing aid
test results.

The National Council of Senior Citizens insists that, where military or security
information is not involved, Federal agencies have an obligation to make avail-
able to the public consumer information including the results of product testing.

The tremendous pressure to withhold this valuable information from the pub-
lic—pressure sufficient to persuade the Veterans Administration to defy the
Freedom of Information Law—comes from individuals and groups that stand
to profit—and in the case of hearing aids—profit handsomely from the lack of
information which is kept hidden from the men and women whose taxes sup-
port the research that makes the information available.

{When an elderly person’s hearing becomes defective and a doctor or hearing
specialist recommends a hearing aid, the cost for a miniaturized, transistorized
battery-operated hearing aid may be $350 plus an additional outlay every few
days for a new hearing aid battery.

How reasonable are prices charged for hearing aids? The National Council of
Senior Citizens and its members have no way of knowing due to the lack of
reliable technical information on the economics of the hearing aid industry.

‘However, the cost of hearing aids has foreclosed this form of relief for their
hearing difficulties for large numbers of the elderly as plaintive letters from
National Council members attest.

A San Diego, Calif., retired auto mechanic writes: “My hearing is so bad I
am afraid to be out on the street. My doctor says a hearing aid would help but
I just haven’t the money. Why doesn’t Medicare pay for hearing aids?”’

‘A Chicago, Ill., grandmother writes: “I need a hearing aid so I can get around
like I used to but the prices they charge for hearing aids take your breath away.
Aren’t there any low-cost hearing aids?”’

From Bridgeport, Conn., a retired auto worker writes: “I think the prices
they charge for hearing aids is an outrage. Why can’t Congress make Medicare
cover hearing aids? Maybe then, the Government could get the price of hearing
aids down.”

A Cleveland, Ohio, retired machinist’s wife writes: “My husband should have
a hearing aid. It’s hard to talk to him. I got him to go to a doctor and the doctor
put him in touch with a hearing aid man but the price they ask for a hearing
aid is too stiff for us.”

From McKeesport, Pa., a retired steelworker writes: “I need new false teeth
and a hearing aid but they’d cost me hundreds of dollars. I just haven’t got that
kind of dough.” .

A Los Angeles, Calif., retired insurance man writes: “why do they ask such
terrifically high prices for hearing aids. It just seems to me we’re being gouged
because we have hearing trouble.”

Mr. Chairman and distinguished subcommittee members, these letters are
typical of mail reaching us regularly from seniors with hearing difficulties. The
letters speak for themselves.

The cost of hearing aids is of the greatest concern to the elderly since the
majority of older and retired men and women are sunk in poverty or live at or
close to the poverty line.

The National Council of Senior Citizens applauds your zeal, Mr. Chairman,
and that of the other distinguished subcommittee members in focusing public
attention on this very difficult and urgent problem of the more than 2,000,000
elderly who are hard of hearing. Your compassionate concern for the welfare
of the nation’s elderly and the concern of your distinguished colleagues- on the
subcomtmittee deserves the appreciation and gratitude of the elderly from coast
to coast.

May I, on behalf of the National Council, urge the subcommittee to continue
this avenue of investigation with the object of bringing order out of the present
chaotic conditions in the hearing aid industry.

Mr. Orron. Thank you very much.

We are adjourned until 10 o’clock tomorrow morning.

(Whereupon, at 4:30 p.m. the hearing was recessed to reconvene
at 10 a.m., Friday, July 19, 1968.)
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FRIDAY, JULY 19, 1968

U.S. SENATE,
SupcoMMITTEE ON CONSUMER INTERESTS OF THE ELDERLY
oF THE SpECcIAL COMMITTEE ON AGING,
Washington, D.C.

The subcommittee met, pursuant to recess, at 10 a.m. in room 5302,
Senate Office Building, Senator Frank Church (chairman of the sub-
committee) presiding.

Present : Senators (%hurch, Yarborough, and Hansen.

Also present: William E. Oriol, staff director; John Guy Miller, mi-
nority staff director; and Peggy Brady, assistant clerk.

Senator CaurcH. The hour of 10 o'clock having arrived, we will
come to order.

Our first witness this morning is Mr. Colston Warne, president of
Consumers Union. He is accompanied by Mr. Morris Kaplan, who is
the technical director of Consumers Union.

STATEMENT OF COLSTON E. WARNE, PRESIDENT, CONSUMERS
UNION OF UNITED STATES OF MOUNT VERNON, N.Y., ACCOM-
PANIED BY MORRIS KAPLAN, TECHNICAL DIRECTOR

Mr. WagrnEe. Senator Church, members of the committee, my name
is Colston E. Warne, president of Consumers Union of United States
of Mount Vernon, N.Y., a nonprofit organization chartered in 1936 by
the State of New York:

* * * to give information and assistance on all matters relating to the expendi-
ture of earnings and the family income ; to initiate, to cooperate with, and to aid
individual and group efforts of whatever nature and description seeking to create
and maintain decent living standards for ultimate consumers; to maintain labora-
tories and to supervise and conduct research and tests * * *,

In its monthly magazine, Consumer Reports, our organization seeks
to assess from the viewpoint of the consumer the merit of a wide va-
riety of articles ranging from automobiles to household appliances to
foods to hearing aids.

This monthly publication has a circulation of 1,325,000 across the
United States. It is, in addition, read by many others through library
and through family borrowing. ‘

Consumers Union is, in turn, affiliated with the International Orga-
nization of Consumers Unions with headquarters in The Hague.
Through this affiliation, we interchange test procedures and test results
with similar organizations which have now grown up in more than
20 technically advanced nations. -

(119)
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Our interest in the field of hearing aids is of long standing. As early
as September 1950 and January 1951, we reported on the costly be-
wilderment of the consumer in this field and gave brand-name recom-
mendations to our readers accompanied with specific buying advice.

We concluded that, “aids costing $20 to build, cost up to $200 to
buy,” and that “small, light, economic hearing aids can and should
be produced for low-price sales. There is no sound reason in tech-
nology or economics why this cannot be done. And there is every
reason for doing it * * *”

I should like, with your permission, to submit our 1950-51 report for
the record.?

Senator CaurcH. May I ask at this point why you think it isn’t
being done?

Mr. WarNE. Since 1950 there has been a measurable approach toward
that end and a number of companies have moved into this field. When
I come to the later evidence, as reflected in our study in 19662 this
will, I think, be answered.

Senator CHURCH. Very well.

Mr. WarnE. The rapid march of technology after 1950 has brought
many new and improved instruments on the market. In the course of
our continuing scrutiny of this field, we encountered the fact that the
Federal Government, itself, was doing extensive testing of hearing
aids through a cooperative arrangement between the National Bureau
of Standards and the Veterans’ Administration.

Since the Federal Government was making extensive purchases of
hearing aids for distribution through the Veterans’ Administration,
it asked the National Bureau of Standards to develop test data on
which to base its buying decisions.

The question immediately arose in our mind: If taxpayers’ dollars
go to support the development of elaborate standards for testing hear-
ing aids and for the development of quality index scores, scoring
schemes and specific test results in order to improve the hearing ability
of thousands of veterans, why should not the ordinary consumer ben-
efit from this governmental research? Why should not the veil of
secrecy surrounding the Government tests be lifted ?

Moreover, recognizing that hearing aids are likely to be purchased
by one of the most necessitous segments of the American population—
the elderly—by what authority should the Government be able to em-
ploy its scientific resources to aid one group of consumers—veterans—
while denying these very resources to all others?

GoverNMENT TEST FINDINGS SOUGHT

Another even broader issue also occurred to us. Might not our senior
citizens be greatly aided if they had the benefit of Government test
results in a wide variety of other fields? Is there any logic in cloaking
Government tests with secrecy to protect those who produce inferior
hearing aids, inferior clinical thermometers, inferior heating pads or
any other inferior product, or to prevent rewarding those who produce
superior products ¢

1 See p. 223.
2 Text on p. 235.
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It was President Kennedy who on March 16, 1962, vividly stated this
basicissue. Hesaid: - '

We * * * cannot afford waste on. consumption any more than we can afford
inefficiency in business or Government. If consumers are offered inferior prod-
ucts, if prices are exorbitant, if drugs are unsafe or worthless, if the consumer
is unable to choose on an informed basis, then his dollar is wasted, his health and
safety may be threatened, and the national interest suffers.

It was President Kennedy who likewise enunciated the right of the
consumer to “be given the facts that he needs to make an informed
choice.” Specifically, President Kennedy said, and I would lay great
emphasis on this:

Too little has been done to make available to consumers the results of per-
tinent Government research * * * Many agencies are engaged * * * in testing
the performance.of certain products, developing standards and specifications,
assembling a wide range of related information which would be of immense use
to consumers and consumer organizations.

Herehe referred, specifically, to the information gleaned for Federal
procurement purposes and asked the heads of Federal agencies “to
place increased emphasis on preparing and making available pertinent
research findings for consumers 1n clear and usable form.”

This is from the message of the President relating to consumer
protection, March 15, 1962. ’

I should add that on December 13, 1963, President Johnson gave his
specific endorsement to this consumer message of President Kennedy.

These assurances that the consumer interest would be fostered by the
administrative acts of Government were furthermore bulwarked by
the enactment of the Freedom of Information Act which was inter-
preted by Attorney General Ramsey Clark as insuring :

That disclosure {by the Government] be the general rule, not the exception;
that all individuals have equal rights of access; that the burden be on the
Government to justify the witholding of a document, not on the person who re-
quests it; that individuals improperly denied access to documents have a right
to seek injunctive relief in the courts; and that there be a change in govern-
mental policy and attitude. .

It has long seemed to us abundantly clear that the Veterans’ Ad-
ministration was following an exceedingly wise policy in requesting
the National Bureau of Standards to nstitute tests of competing
brands of hearing aids, the results of which were in due course trans-
mitted to the Veterans’ Administration medical officers for assess-
ment, for scoring, and for final purchase of the instruments in accord-
ance with the test results. Such testing represents an essential in-
gredient in the prudent expenditure of Government moneys.

‘Why, then, should not these test results be available to all organiza-
ions requesting them in accordance with the Freedom of Information

ct?

In testifying before the House Operations Committee just a year
ago, Morris Kaplan, technical director of Consumers Union, men-
tioned the great potential in making available to the public the brand
and model mformation now available and kept up to date in the files
of the Veterans’ Administration, indicating that “the potential sav-
ings to the consumer, typically among the older members of the popu-
lation and often the poorer ones * * * are vast.”

The most auspicious starting point for inaugurating a new policy
lies in the field of hearing aids. Here the data have been systematically
assembled for a period of years.
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Senator CaurcH. May I just interrupt at this point?

Mr. WarNE. Indeed.

Senator CHUrcH. You make a very interesting point, I think, con-
cerning the research that has been done by the Veterans’ Administra-
tion on the testing of hearing aids and the position of your own
organization that this information should be made public.

Have you attempted through your organization to get this informa-
tion released? Have you called upon the Veterans’ Administration
to make a full disclosure? :

Mr. Warne. We have, indeed, Senator. In fact, as I go on to point
out—you are anticipating me a little—for the last year we have been
engaged in going through all of the formal procedures of the Veterans’
Administration; we have met in conference with them; we have filed
briefs at various levels. y

First we filed a brief appealing against the decision of the head of
the Paperwork Management Division of the Veterans’ Administration
and then against the decision of the Chief Medical Officer of the Vet-
erans’ Administration. This appeal which we are now making is our
last resort : an appeal to the courts.

Senator CrurcH. Such decisions that have been made up to now
have been adverse to disclosure?

Mr. Warne. Yes; that is right; adverse to disclosure. Although it
should be noted that in an early informal meeting there was sort of a
gentleman’s agreement for disclosure of the material for the last year
rather than for the 2-year period as we had initially requested.

Senator CHUrRCH. But subsequent to that, the decisions that have
actually been made have been adverse to disclosure ¢

Mr. WarNE. Yes; an official decision was made by Mr. William
Driver, the Administrator of the Veterans’ Administration, in June
1968.

VA Testine ProcRaM DESCRIBED

The Veterans’ Administration testing program has been well de-
scribed by Dr. Causey, consultant to the Veterans’ Administration, as
follows:

The Veterans Administration issues more than 5,000 hearing aids every year.
In the existing program, the Veterans Administration submits to the National
Bureau of Standards all makes and models of hearing aids obtained for testing
purposes. The National Bureau of Standards tests each instrument for a number
of electro acoustic factors and transmits the results to the Veterans Administra-
tion. Upon receipt, these data are subjected to statistical and comparative anal-
ysis. In the hearing aid test, program, no attempt has been made to set up
specifications. Actual performance is emphasized in order that we may take
advantage of the hearing aid industry’s continuing research and development
activities toward providing better hearing for those individuals having hearing
deficiencies.

Only clinically acceptable hearing aids will be considered for these tests. Clini-
cal unacceptability will be based upon poor physical characteristics as related to
use in the clinic situation or poor physical characteristics of an instrument as
related to its use by the wearer.

The raw scores obtained in each test item are treated and assigned weighting
factors determined by a group of nationally recognized audiologists and physicists
serving the Veterans Administration on a consultant basis. Weighted scores ob-
tained by the three hearing aids of each model are averaged for each test. The
average score represents the performance of that model on each of the individual
tests. The average weighted score on each of the tests are summed to give the
measure of total performance achieved by the hearing aid model. The score is
designated as “the quality point score.”
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The report of the Committee on the Judiciary of the U.S. Senate
summarizing some of the testimony says:

The Veterans Administration tests are designed so that a point score of 100
will be the average performance of the total group. Hearing aids tested by the
Veterans Administration are broken down into three groups on the basis of
power: mild, moderate, and strong. This classification scheme is generally ac-
cepted throughout the industry. The 64 hearing aids tested by the Veterans
Administration in 1961 showed the following quality spread :

Quality point Quality point

Power group score of lowest score of highest
quality aid quality aid
tested tested
54 130
10 140
61 128

1 This score resulted from penalties assessed by the Veterans’ Administration for lack of quality uniformity. The next
highest score in the moderate group was 66.

The conclusion drawn by the Judiciary Committee in 1962 is worth
repeating :

An ordinary citizen possessed of the information available to the Veterans
Administration, as a result of its testing program, would be in a much better
position to get the best buy for his dollar. He would be an informed consumer.

Yet, this information is not now available to hearing aid consumers . . . The
success of the Veterans Administration program is increasing the level of knowl-
edge about hearing aid quality and thereby substantially reducing prices, sug-
gests the possibility that informatfion could be made available to the general
public so they, too, can enjoy the social and economic advantages of being well
informed about hearing aids currently on the market.

Coming to our own concern here, Consumers Union is determined
to employ hearing aids as a test case to ascertain whether the admin-
istrative agencies really will give the consumer access to governmental
research information, as embodied in President Kennedy’s statement
as well as in the clear terms set forth by the Congress in the Freedom
of Information Act.

Consumers Union well recognizes that some manufacturers would
prefer to substitute advertising hyberbole for scientific assessments.
We also recognize that our quest to open test results to public serutiny
may injure some concerns while benefiting others.

Yet, we feel that potential savings to the public are so immense and
the principle so important that the effort and the resources which we
bestow upon the effort to pry loose these test data from the Veterans’
Administration will be well justified by the public interest.

We have today filed suit in the U.S. District Court for the Southern
District of New York to obtain these test data concerning hearing
aids, afer having been repeatedly rebuffed by the administrators
concerned.

I should like to introduce again for the record the brief which we
filed this morning in the southern district of New York.

Senator CHUrcH. Very well.

Without objection, the brief will be included in the record.

Mr. War~E. Without entering at this point into the legal aspects of
this dispute, we feel confident of one fact—that our hard-of-hearing
elderly citizens, whether veterans or nonveterans, have a right to know

1 Brief to be found in app. 1, p. 256.
98-912—68——9
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which brands of hearing aids have been shown to be superior in Gov-
ernment tests and which brands inferior.

Pravysicians’ STage 1Nv DISCLOSURE

The doctors who prescribe hearing aids have also an even more
important stake in such technical information, since it is on their advice
that many hearing aids are bought. Consumer groups also have a right
to the factual information gleaned by the Federal Government so that
they can better assess the promotional claims of sellers. The consumer,
himself, has a right to know.

This 1ssue is one which transcends the whole hearing aid field. Basi-
cally, it is one of whether the Federal Government will unlock its tech-
nical agencies and give the consumer usable and impartial information
concerning the merits and demerits of technically complex products
offered for retail sale.

If our Government buys by test, for what reason is it so reluctant to
make disclosure of its test findings? How can Government officials and
the Congress repeatedly give assurances to consumers that they will
have freedom of access to information, while the bureaucratic mecha-
nism grinds out techniques of avoidance of the clear mandate of the
Congress as well as the clear mandate of social justice?

I do not wish to burden the record here with the full story of the
devices employed by the Veterans’ Administration to avoid giving test
data to Consumers Union. This is a long and complex story of interest
primarily to the legal fraternity.

I have prepared a supplementary statement on this which the com-
mittee may have.

The highlights, however, are these:

1. Consumers Union first approached the National Bureau of Stand-
ards in 1965 where we were informed that they were willing to supply
us with test methods, but not test results since their tests were con-
ducted for the Veterans’ Administration. We were thus referred to
the Veterans’ Administration.

2. Finding that the Veterans’ Administration was unwilling to
assist us by giving test results, we embarked upon our own tests of
leading brands and models of hearing aids. Our test results of 40 rep-
resentative models were published in Consumer Reports, January 1966,
and subsequently printed in a pamphlet.! This test will be referred to
later in my testimony and will be submitted for the record. It is in the
January 1966 issue of Consumer Reports.

3. Following the enactment of the Freedom of Information Act,
our attorneys on August 15, 1967, telephoned the Veterans’ Admin-
istration asking how a request for its hearing aid test information
might best be expedited. On September 15, 1967, we were informed
that a formal written request had to be submitted and that an in-
formal conference which had been arranged was canceled.

4. We made this formal request on September 21 and held confer-
ences at the Veterans’ Administration on October 2. The legal and
medical authorities of the Veterans’ Administration then gave us
reason to believe that our request would be granted. At this conference,
only one suggestion was made for modification of Consumers Union’s

1 See p. 235 for report.
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request; namely, that we request hearing aid results for 1 fiscal
year rather than 2. This modified request was made on October 3.

5. There was neither response nor acknowledgment of this letter.
On November 3, our attorneys telephoned the office of the General
Counsel of the Veterans’ Administration and were advised for the
first time that “new problems” had arisen. It was later learned that
the Assistant General Counsel had given an opinion to the Chief
Medical Director of the Veterans’ Administration that this material
should not be released until after inquiry was made of each hearing
aid manufacturer whose instruments were tested, inquiring whether
they perceived any legal basis for objecting to Veterans’ Administra-
tion compliance with the request.

Freepom-or-InrorMAaTION Law CIrTED

6. This action seemed to us rather singular since the Freedom of
Information Act requires that information be made available unless
1t comes within one of nine exemptions.

Senator CaurcH. I might say in order that we have a more com-
plete record on this point that I will ask the staff to include at the
appropriate place in the record the pertinent sections of the memo-
randum of the Attorney General concerning his interpretation of
the relevant provisions of the public information section.t

Mr. Warne. Thank you, Senator.

Whether or not the manufacturers are for or against disclosure
has absolutely nothing to do with the statutory requirements. To be
sure, the fourth of these exemptions, section 552(b) (4) exempts “trade
secrets and commercial or financial information obtained from any
person and privileged or confidential.” The Veterans’ Administration
did not recerve from any hearing aid manufacturers any trade secrets
or other information which would come within the fourth exemption.
Its agent, the National Bureau of Standards, merely tested the prod-
ucts and recorded their attributes, with Veterans’ Administration
doctors evaluating the results.

7. On November 16, 1967, we were formally advised of the decision
to solicit the opinions of manufacturers and we received on Novem-
ber 20, 1967, a copy of the letter sent to manufacturers. The letter
set a time limit of December 8, 1967, for receiving manufacturers’
comments.

Inquiries resulted in a letter from the Veterans’ Administration
dated December 22, 1967, advising that our request was “under active
consideration at this time” and that the “comments” of the various
manufacturers concerning their “attitude” were being reviewed with
General Counsel.

8. In early January of 1968, the Chief of the Paperwork Manage-
ment Division of the Medical Administrative Service of the Depart-
ment of Medicine and Surgery of the Veterans’ Administration denied
our request for test data. The matter then went to the Office of the
Chief Medical Director.

During the spring of 1968, correspondence, briefs, and conferences
ensued which involved Consumers Union with the legal and medical
staffs of the Veterans’ Administration and officials of the Department

1 See p. 303 for text,
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of Justice, including the newly appointed Consumer Counsel of the
U.S. Department of Justice, whose untimely death you heard of
thereafter. ]

The upshot of this flurry of activity was the referring of the matter
to the Director of the Veterans’ Administration, William J. Driver.

9. On June 26, 1968, Mr. Driver made the following decision:

The [Consumers Union] request is denied insofar as quality index scores and
the Veterans Administration scoring scheme are concerned ; the request for test
data is approved as to instruments submitted by manufacturers who, in the light
of the foregoing decision, indicate to this agency that they have no objection
to its disclosure, and is denied as to all other instruments.

With this decision, Consumers Union had exhausted the adminis-
trative process. Qur only chance of securing information in any
meaningful quantity or scope lies in litigation provided for under
the Freedom of Information Act. This we have now undertaken.

Your committee which is today dealing with hearing loss, hearing
aids, and the older American is concerned with a serious problem con-
fronted by many of our elderly citizens. As Eleanor Roosevelt, herself
a hearing aid user, putit:

People who need a hearing aid are sometimes not just awed by the cost, which
is very high, but would like not to acknowledge that they do not really hear as
clearly as they once did.

This reluctance to acknowledge a hearing loss is, however, fre-
quently accompanied by an additional handicap—the bewildering
variety of hearing aids and the exaggeration in the claims made for
them.

In a market in which 300 to 400 different hearing aids are presently
offered for sale and in which all sorts of professional and quasi-pro-
fessionals, ranging from physicians certified as ear specialists to high-
pressure salesmen, are ready and eager to advise the hard of hearing
1n their choice, it 1s difficult for the consumer to reach a sound judg-
ment. The prevalent confusion is not eased by accounts of new opera-
tions that will cure deafness or by the mystique of “fitting procedures”
perpetuated by many hearing aid dealers.

Forry Hearixe Aip MopbeLs TESTED

Our last report on hearing aids was published in Consumer Re-
ports in January 1966. Here are tests of 40 representative models of
the kind suitable for most people who can use an aid at all showed
that, while the high-priced philosophy of hearing aid retailing has
kept the prices of most of these models in the $250 to $350 range, we
did find several acceptable models well below these prices.

Two of them, likely to be suitable for many wearers, we deemed
“best buys” at a price well below $100. The complete January 1966
report as it appeared in Consumer Reports has been submitted for the
record.

You will note that our analysis leads from a discussion of where to
start the quest for a hearing aid when confronted with a hearing loss,
to the nature of the varying instruments. Of special interest to this
committee is our discussion of the high cost of hearing aids. Here we
address ourselves to the basic economic issue: Why do many hearing
aids cost well over $300 while only a very few cost less than $100?
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Perhaps it might not be amiss to quote our conclusion on this point:

Consumers Union’s engineers took apart the Best Buy Sears model and a
sampling of some of the more expensive aids. The Sears is not made in a con-
spicuously less expensive way than the others. There is a strong similarity
among them all in general design and in the kinds of parts used. Nor did the
assembly techniques of the expensive aids exhibit especially high and costly
precision. The answer, then, is not in the aids, but, rather, in their distribution.

At the close of our tests we append, in fact, we always append,
a sequence of ratings of the various types of hearing aid—the behind-
the-ear type, the in-the-ear type, the eyeglass type, and the body
type—listing the brands by groups according to the degree of amph-
fication provided and, within groups, in order of estimated overall
quality on the basis of laboratory tests and engineering evaluations.

We found differences in overall quality between adjacent models
to be small. The three best brands with high amplification of the
behind-the-ear type were listed at prices of $339.50, $295, and $349.
With moderate amplification, the three top brands listed at $195,
$79.95, and $309—a very wide range.

Among the various types we found two Best Buys—one a Sears,
Roebuck brand of moderate amplification of the behind-the-ear type
at a price of $79.95, and the Zenith Award brand at a price of $75 in
the body type with high amplification. One brand deemed not accept-
able, the le)"ss,hiba 1004 at $89.95, was found to have a frequency
response judged inadequate for satisfactory speech intelligibility.

This study of hearing aids was prepared under the direction of
Mr. Kaplan. Accordingly, Mr. Kaplan can tell far more about this
than I can.

During our preparation of this study of hearing aids, we found
that the officials of the National Bureau of Standards were very
cooperative in giving us the benefit of their test techniques. Their
findings, prepared with meticulous care at taxpayers’ expense, are
invaluable to all researchers. It indeed seemed most anomalous for us
to start at the beginning and to duplicate the tests to reach a result
which was already known by the Government scientists.

TesT Dara GAINeED AT Taxpaver’s EXPENSE

The Veterans’ Administration hearing aid case indeed affords an
excellent case illustration of test data obtained at considerable
expense to the Government, and, therefore, to the taxpayer, which
could be of very considerable use to our senior citizens. It is by no
means the only instance in which our citizens could benefit from learn-
ing of the performance of products from Government tests.

The Government in the course of its purchasing assembles a host
of information concerning the accuracy of brands of clinical ther-
mometers. It makes studies of products ranging from floor waxes to
briefcases. It has tested frozen fish fillets, at the instigation of pro-
ducers in that field—a study which, I might add, it will not release
to Consumers Union, but has released to the producers.

Through the purchasing arm of the Government, the General Serv-
ices Administration, it provides a ‘“certification list” of producers
which give assurance that they will produce, according to specifica-
tions. The results of governmental testing as to adherence to these
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standards would provide valuable consumer information. While no
exact inventory of available Government test results has been made,
it appears that these tests range through a wide variety of fields.

The net of it is that the Government, itself, has a most useful
byproduct, stemming from its own purchasing efforts. No consumer
could claim, let alone an experienced consumer organization, that all
l())f these Government test results have relevance for the ordinary

uyer.

The methods employed in the testing and the relevance of the test
results all need careful assessment. Yget-, let me emphasize that the
vast laboratories owned by the Federal Government should not draw
a veil over their operation in the interest of trade secrecy. This is an
idea that Consumers Union cannot accept.

Should consumers of hearing aids face the costly and arduous proe-
ess of assessing 50 brands on their own? Must a nonprofit consumer
testing agency such as Consumers Union invest over $40,000—as it
did in 1965—to duplicate what the Government already has at its
fingertips?

As our technical director, Morris Kaplan, testified before the Com-
mittee on Government Operations of the House of Representatives
a year ago, such important consumer products as hearing aids, bat-
teries, tires, floor waxes, lamps, various building products, washing
machines, detergents, home freezers, and other articles are evaluated
by one or another agencies of the Federal Government. The Bureau
of Fisheries does tests on frozen food products in consumer packages
at the behest of the producers.

Unfortunately, such information has hitherto been released only
to producers and has not been made available to Consumers Union,
or to consumers at large, for dissemination to the general public or
to any individual.

The Department of Agriculture collects information on the effec-
tiveness and toxicity of insecticides. The Food and Drug Adminis-
tration tests clinical thermometers and condoms. The laboratories of
the Quartermaster evaluate such consumer items as clothing and tex-
tiles. Navy laboratories evaluate paints, detergents, and other products.

The General Services Administration and/or the National Bureau
of Standards will be testing tires, seatbelts, and brake fluids—seatbelts
and brake fluids have now been transferred to the new Department
of Transportation. They have tested auto batteries and other items.

It 1s abundantly clear that a search of governmental agencies would
reveal a considerable body of information concerning the performance
of available goods and services offered on the American consumer
market. Some of this is direct brand information; some relates more
generally to product categories such as gas versus electric appliances,
alkyd oil paint versus water-soluble paint for interior and exterior use.
Such information includes valuable data concerning care, maintenance,
and safety in use. The need of today is to unlock this information for
the benefit of the consumer.

Thank you.

Senator Crurcu. Thank you very much for your testimony, Mr.
Warne.

T have been an admirer of the work that 1s done by the Consumers
Union and its efforts to apprise the consumer of the quality of different
products on the market.




Far-Reacuixe Issues INvOLVED

The issue you raise seems to me to be a very far-reaching one, one
that turns upon a determination of the propriety of disclosures by the
Government, on tests conducted by the various agencies. Clearly, the
Government needs to know the quality of products that it purchases
and these tests have been carried on primarily for that purpose.

You raise a different aspect of the issue, that being the right of the
public to know the results of Government tests for its own protection
and information.

What if the Government were to make full disclosure of all the tests
and runs on the products it buys? What, then, would be the function
of the Consumer Union ?

Mr. WarxE. I seem to recall that the Federal Trade Commission has
issued test results, for example in the field of cigarettes as Consumers
Union also has from time to time in the past.

I don’t feel that the release of Government information would be
sufficiently rapid to be troublesome to C.U.; in some cases the Govern-
ment test information would need interpretation.

I feel there will be for many years in the future a very real place for
Consumers Union. Mr. Kaplan might perhaps give us a closer view of
this.

Senator CaurcH. I merely wanted to determine whether your pur-
pose was to work yourself out of a job?

Mr. WarxNEe. Well, we are a nonprofit organization and consumers
this year will be giving us about $8 million to finance our work. We
have no advertising. We have no Government subsidy. We rely upon
our membership and subscription sales.

People want this magazine, “Consumer Reports,” because it seems
useful to them. If the time arrives when they don’t want it, I suppose
we will fold our tent. I don’t think the tent will fold very rapidly; we
seem to be very rapidly expanding instead.

Senator CrurcH. I think that is right.

Mr. Kaplan, I will give you a chance to respond to the question but
the service provided today by Consumers Union based on a desire
by consumers to obtain this kind of information is financed by the sub-
scriptions of consumers, themselves. Now, that is one thing. I think it
is a very laudable work you do and a very important service you
render.

The question of governmental judgment based upon governmental
tests on all products is another proposition. I mean, it raises many other
questions as to the role of Government and the extent to which this
power might possibly be misused and the character of protections that
might have to be established if we were to proceed in this direction.

Do you see what T mean? I mean, it is quite a different proposition
for the Government, itself, to intervene here. The criteria and the stand-
ards would have to be very carefully established, it seems to me, because
the source in the one case is very different from the source in another.

Mr. WarxE. The former Assistant Attorney General, Donald Turn-
er, suggested that there be either some kind of Government testing
agency or some governmental subsidy to Consumers Union to permit
consumer testing to be a vehicle for antitrust enforcement. He felt that
many small companies did not attain their proper place in the sun be-
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cause of limited resources and that consumer testing might be a suitable
Government vehicle to bring out the merit of their products.

There is also a bill pending in the House by Congressman Rosenthal
and 20 or 30 Congressmen which would in essence set up a kind of Gov-
ernment research body which would permit a Government certification
of products if they met given standards. This would not be evaluation
of the whole spectrum but more the setting of a basic standard.

So, this notion of the Government taking a more active role in con-
sumer testing is being considered in many channels, many sources. But
here before us is a very concrete case where our elderly citizens if they
are veterans and are impecunious, may get the benefits of Government
testing, excellent testing, the good job the Veterans’ Administration is
doing. But why not the rest of us?

By what virtue would this limited group be carefully guided where
the rest of us remain subject to the blandishments of all of the competi-
tive sales pressure that so characterizes this field ?

Senator CHUrcH. Mr. Kaplan, would you desire to respond in any
way to the question I raised ?

Mr. KapLan. Perhaps briefly.

In spite of the fact that the Government does a great deal of testing,
there are many, many areas which the Government is not in. And it
seems to me that even if the Government were to release all of the in-
formation it now has, there would be plenty of room for a consumer
testing organization such as ours to continue our function.

As Mr. Warne has said, if the Government should ever go beyond
that, we would be pleased to go out of business because we were created
for the purposes of filling a need and if the need no longer existed there
would be no point in our continuing. We are a nonprofit organization
and have no vested interests in maintaining it.

Senator CHUrcH. Are you ever sued ?

Mr. KaprraN. Yes; we have been sued from time to time. I hasten
to add never successfully.

Senator CHURCH. Is that right?

Mr. Kapran. In the 20-some-odd years I have been associated with
Consumers Union, there have been some four or five suits but they
have never gone beyond the pretrial examination where the disclosure
ﬁ_f our facts was usually enough to persuade the suer to withdraw

is suit.

Senator CaurcH. You conducted tests of your own on hearing aids,
which has been referred to by Mr. Warne. Do you feel that that exam-
ination was inadequate in any respect or that the testing that the
Government has done in this field is superior to your own?

Mr. Karraw. It is inadequate in several respects.

The most important respect is that it cannot be kept up to date.
We published it in 1966 and we have not done a report since. The
Veterans’ Administration tests every single year.

The second important respect is that we tested 40 brands when there
are some 300 or 400, or at least were at that time, on the market. It is
not possible for us to test the whole group.

b Segagor CrUrCH. What was the basis for your selection of the 40
rands?

Mr. Karran. It was really an effort to slice through the market and
get some feeling for what had happened to the hearing aid situation
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since we had tested last which had been a good many years before
then.

So, although it was not exactly haphazard, it tried to include
examples of the various types, examples of the new developments,
examples of low-priced and high-priced aids; but they were in fact
nothing more than examples; we gid not do a full comparative test
of what was available to the consumer.

We did find some results which suggested to us that certain kinds
of hearing aids would have been desirable to have included but we
had only included a few of those. It would not have been possible
to run the whole range. But I think on the technical level the tests were
quite adequate. We had the full benefit of the advice of the Bureau of
Standards and in fact of the Veterans’ Administration.

I must add that the reason that we had their full advice is their
own great concern that such information be made available to large
numbers of people. They wanted us to do the very best possible job
we could so that audiologists and others would have available informa-
tion not only from producers but from some independent source. So,
on that basis, I think our work is quite satisfactory.

Senator CEHURCH. I think you have raised an issue of great impor-
tance and 1 am very much interested in its implications. It may well
be that your position is eminently sound and that we ought to proceed
in this direction. You have a very strong case for it.

I have some misgivings that rise principally from the fact that from
my own experience I am not so certain that Government would carry
out this responsibility as well as you envision. You mentioned ciga-
rettes, for example. If I recall correctly, it was not until the medical
associations and some very eminent medical men began to make public
disclosures. It seemed so irrefutable that cigarettes were a serious
hazard to the health of people who smoked them that the Government
was reluctant to do anything in this field. It was almost forced then
to some action out of a general sense of embarrassment.

I know the pressures that are brought to bear on Government agen-
cies. They may conduct tests very well when the purpose of those tests
is to decide what the Government would purchase. But let the pressures
come to bear on the Government in terms of general disclosures as the
guidelines for the consumer public and I must express the doubt that
the job would be done as well or in accordance with the kind of stand-
ards that T would like to think you gentlemen require.

I am just not so sure that you are going to come up with a better
answer by relying more heavily upon the Government than you will
come up with by relying more heavily upon your own sources and your
own standards and your own expanding circulation to the consumers
of the country.

Mr. Warxne. Might I say, Senator, that T have a great deal of con-
fidence in the National Bureau of Standards in its objective, in its
competence, and in the facilities which it can bring to bear on a problem
such as hearing aid testing.

Indeed, Mr. Kaplan could indicate the degree to which we have
relied on the National Bureau of Standards for methodology.

Senator CHurcH. I think there is no question about that, that their
scientific competence, expertise in the matter of testing, I think is very
high indeed. The aspect that worries me would be the other pressures
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that would come to bear, the other arguments that would develop, and
the postponements and the partial disclosures and the other things that
happen 1n the whole political processes, as it were.

I am not quite so sure that you would be better satisfied with the
results of what would really come out through a Government takeover
of a function that now is being done privately.

Mr. Karran. Perhaps, Senator, if we could consider this in two
stages. If we at the present time could get information that the Gov-
ernment already has in its files and is regularly accumulating, I think
that would be a great step forward.

First StEP: Usk Data Now AVAILABLE

We could argue the second aspect of this, “Is it desirable for the
Government to go beyond what it is now doing?” on a different level
and perhaps in a different way ? I think an argument can be made that
it is a desirable thing to do, but the thing we are presently concen-
trating on is the problem of making available what already exists and
there is enough of that so that this would be a tremendous step
forward.

Senator CrurcH. Thank you very much for your answers.

I want to defer now to Senator Hansen and I express my apprecia-
tion for his participation.

Senator Hansen. Thank you, Mr. Chairman.

I was most intrigued by your questions and I would like to pursue
them just a little bit further, if I might.

First, if T could direct a question to you, Mr. Warne. Would it be
your feeling that equally as important to a consumer, insofar as his
satisfaction with the hearing aid is concerned, is the personal atten-
tion, the servicing that might be a followup from one company in
acquainting a person with less than full hearing with the techniques,
the treatment that he should expect to accord his hearing aid and the
tuning-in or the little minor adjustments that might be made and
what to expect, that is, the understanding that he will have to develop
some tolerance ?

I say these things because I come from a family in which my father
wore a number of hearing aids and I have seen more hearing aids on
shelves around the country than anywhere else.

It has been my feeling that perhaps as important to an individual
In gaining satisfaction from a hearing aid is a followthrough that
would be directed toward helping that person become familiar with
the hearing aid and knowing something about its limitations and its
potentials. Perhaps these could be factors that would be reflected in
an additional price for hearing aid X as contrasted with the hearing
aid Y.

Would you share my feeling generally in that regard ?

Mr. WarnE. I think there is an important total relationship, that
is, knowing where to start in buying a hearing aid and establishing
a relationship for repair and adjustment and that type of thing. I
think this is very well stated in our summary in the January 1966
issue of Consumer Reports.

It hasbeen my impression that the hearing aid field has been plagued
by too much high-pressure artistry of sellers who are not medically
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nalified, coming into the industry and making great promises for
their equipment and making a very heavy assessment for their time
and for the total sales processes. It is a field that perhaps needs a
greater population of qualified doctors in the area and a lesser popu-
lation of salesmen.

Mr. Kaplan can better handle the technical aspect of this.

Mr. KarLan. Senator, everything you say is eminently true.

_ The question is: How best to achieve the objective you are interested
in.

The person who suffers from the loss of hearing already has very,
very many serious problems. The problem of handholding, the prob-
lem of coddling him through the period when it is extremely difficult
for him to admit that he has a hearing loss, the difficulty of trying
to meet that hearing loss with an inadequate instrument—which is what
the very best of these is—is a very serious one and we don’t play this
down in our view of the matter.

But, because the problem is so complicated, it seems to us that the
additional complication of trying to choose a hearing aid appropriate
for his needs is so great that at least that additional obstacle ought to
be removed. With the very best of intentions on the part of someone
who is selling him a hearing aid, that person is most often not the
appropriate qualified person to make the decision as to which hear-
ing aid is desirable.

No matter how much good will exists and how much coddling takes
place, if the hearing aid, itself, is wrong, nothing will help. So, what
we are suggesting 1s that one of the hurdles be removed. At least, he
should go to a place where he is going to get a hearing aid that will
meet his needs properly. Thereafter, all the necessary attention should
be paid to getting%]im to use the hearing aid, learn to lipread, to do
all the things that are required to help him.

That is no mean task but it becomes extremely difficult, even more
difficult if he has to choose from among 400 hearing aids and is likely
to choose one that is just wrong for him.

Senator Hansen. Well, I appreciate your objective and I don’t think
most of us would argue at all with what might be considered to be
in the public interest and for th«lewpublic good.

Your main thesis, I gathered, Mr. Warne, is that you feel that full
public disclosure of the results of all of the testing that had been
done by the Government would be in the public interest and should
be undertaken at this time. Am I right about that ?

Mr. Warne. Let me make this more specific.

It is our feeling that certainly in this hearing aid field, where it is
a regular routine effort of one of our Government agencies and where
the citizens need the comparative information there we should have
open Government files.

Now, I, personally, would go beyond that but I think it is so im-
portant that this hearing aid information be disclosed, that the case
should not be prejudiced by bringing in a thousand and one other
issues.

So I make my plea primarily in the hearing aid field, but I do sense
that the argument could be made equally well in other zones.

I have observed, Senator, that in the agricultural field the farmers
do get these results; they get test results on germination of various
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seeds; they get a vast host of agricultural materials that have brand
ratings on them, so to speak.

So, this is not an exceptional thing we are asking for.

Senator HanskN. I suspect you would agree with me that the public
generally gives great credence to the official reports by the Government.

Mr. WARNE. Yes.

Senator Haxsen. Would you agree also that implicit in this con-
fidence certainly could go great inducement to the purchase of product
X over product Y if an official Government report indicated that X
was a better product than was Y 2 Would you comment on that ?

Mr. Warne. I think that would certainly be an influence and that
influence would be great or would be small, depending upon the
esteem in which the testing agency was held.

Senator Hansen. I am speaking about Government, not about the
individual testing agent. I am talking about the Federal Government.

Mr. WarnE. I am thinking about the Bureau of Standards.

Senator HanseN. They don’t test seeds.

Mr. WarxnE. No.

Senator HanseN. But you spoke about seeds.

Mr. WarNE. Yes, and our experiment stations do test them.

I think the farmers of the Nation have gotten a pretty good notion
of whether scientific agriculture is fostered by these experiment sta-
tions in the sense that farmers rely upon the germination reports. So,
it all goes back to the standing, the reputation of the testing agency.

Senator Hansen. I think what we are concerned about or at least
what I am concerned about is trying to define a policy which best
serves the long-range interests of the American people.

X think you have a good case insofar as supporting your con-
tention that the results of the Veterans’ Administration testing of
hearing aids ought to be made public. I must admit to some misgiving,
however, as I contemplate the pressures that I suspect would be placed
upon the Government if it were to yield in this particular instance.

It is not my purpose to try to defend or to criticize the Government;
I am just trying to explore this question with you. If we assume that in
this instance the case is clear-cut, the results of the Veterans’ Admin-
istration testing should be made public, then it occurs to me that it
would not be difficult-at all for other people interested in other affairs
and concerns of the Government in which tests have been made to say
the precedent was created and was recognized in hearing aids so let’s
go into this one.

I can foresee the time coming when just about any activity of private
enterprise in the manufacture of a product might find itself subjected,
and I don’t use that word critically, to testing by the Government and
the Federal Government would be looked upon more and more as the
final arbiter in determining what is the best buy, what best serves
the purposes of the consumer.

If that were the case, then it seems to me that there might at some
time arise some pressures within the country by the people to say,
let’s not waste our time manufacturing these products which don’t
measure up; let’s just build the good ones.

If this were the case, could we not eventually get around to a situa-
tion not unlike that in Soviet Russia where there has not been the
competition and where a great deal of the production for domestic



135

consumption is under the direction of and in accordance with the
standards of the Government ?

If that were the end result, then I think I would have to say this
is not the direction in which we should be moving because despite
the fact that a consumer may be taken time and time again by a fast-
talking salesman who makes his pitch most persuasively and sells and
gets out and isn’t seen again, I think there is something to be said
for a system which permits anyone who believes he can market a
product to get into the business and to try to compete against those
who are in there.

I would like very much, if we could, to help those who do the best
job. I think your Consumers Union has done an excellent job. I don’t
happen to belong to it but I have two sisters who do and they swear
by you and tell me what kind of a car I should buy. I go to a banker
and ask him what kind of car can I get the loan on and that is what
makes my decision.

Nevertheless, I think the point is well made that there is something
to be said for an independent agency such as yours that comes out
with this information. I, frankly, have some misgivings about saying
to the Government that whatever tests are made might be fully dis-
closed to the public because in some cases it may be that the tests are
as yet incomplete; perhaps new factors have been brought in.

I think you made a good case insofar as the Veterans’ Administra-
tion is concerned with reference to hearing aids but I would have some
question about saying we should do this and then having said that have
other interested groups point to this decision as a precedent that would
prompt the Government to make available all of its resources. I just
invite your comment. :

A WorLbwipE TREND TowarRp MEASUREMENT

Mr. War~e. Well, I should start this way, that I do think there is
a worldwide trend toward measurement, toward purchasing by specifi-
cation. Thus, the General Services Administration does not buy by
advertising claim; it buys on specification, with very careful tests in
many fields.

Here and abroad, the practice of governments in seeking to help the
consumer—this new era that is sometimes called “consumerism”—
seems to be growing; there is an effort to give the consumers the facts
they need before they buy, especially in complicated articles.

This trend is not alone congned to the United States. For example,
in Norway the Government subsidizes brand name testing ; West Ger-
many the same; Sweden the same. There is a drift in this direction.
Now, it can go too far but I don’t yet see any great danger to the
American competitive system. There are more and more of these efforts
at comparative testing, comparative assessing of products.

While the hearing aid case stands out very spectacularly, I presume
that one must recognize that there is a general trend in the direction
of government testing.

Mr. Kaplan is much closer to this problem than T am.

Mr. Karran. Several things.

One, you must be aware of the fact that the Government being so
large a purchaser at the present time of various kinds of items does
in fact by the mere existence of its specifications and testing procedures
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and its purchasing power influence very strongly what does in fact
go on at the manufacturing end.

A case in point was safety in automobiles in the early days before
the act was passed and with regard to tires and with regard to many
other things that the Government buys—Ilumber, for example. The
lumber specifications, which are in an unholy mess at the present time,
are influenced very, very largely by FHA’s views on the matter.

So, to a large extent, the kind of thing you are talking about does
already exist in a number of industries and not, I think, to the detri-
ment of the consuming public.

The second thing is that it seems to me that if the Government in
doing its testing for its own purposes uses performance specificaions
as it now does—as opposed to design specifications—for just what
should go into some product, then there is almost no danger of the
kind you are talking about. Because if the requirement is only that
a product perform in accordance with certain criteria, there is plenty
of room for some imaginative producer to devise new and better ways
of achieving higher performance as specified.

It is rare that by this kind of procedure the Government would re-
strict such ingenuity in any way.

So, it seems to me that there 1s minimal danger along the directions
that you are concerned with.

On the contrary, I think there is a great deal to be gained for the
public interest in getting off the market those products which are un-
safe and clearly unsatisfactory, and there are lots of those. It seems to
me that millions and millions of dollars are wasted, millions of dollars
of natural resources are wasted in the production of products that are
clearly inadequate by any criteria, by any standard.

At least in this first stage that we are talking about if the Govern-
ment has this information, it seems to me it would be a criminal waste
of our natural resources to permit somebody to use them for manu-
lf)a,cf,uring a product that is unsafe or unsatisfactory on any reasonable

asis.

So, I think there is a danger and I think one ought to be aware of it,
one ought to be concerned with it, but I think it is a danger that is very
easy to handle by techniques that are quite clear and should begin to be
further developed. I think there are any number of ways that one could
use to step in to see that it is handled appropriately.

We are often accused of fostering monopoly by means of our reports
because we point out which are the better products and which are the
poorer ones.

Now, the answer really is that it is rare that there is only one best
product or two in an industry that has been going for any reasonable
length of time. There are best products depending on the kinds of
needs. There are very few automobiles that we made not acceptable,
for example, very, very few, indeed. We will point out one automobile
is more suitable for one kind of use than another, and that is very use-
ful information so the right person buys the right automobile.

The same thing is true of hearing aids. There was only one out of the
40 that we considered to be clearly inadequate but there were large
differences among the others. Some would be suitable for one kind of
person and some for another.

Now, all of this information, I think, is beneficial and the dangers
of the Government providing it are minimal.
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Senator HansEx (presiding). Mr. Oriol, do you have some
questions?

Mr. Orion. Yes.

If agreeable with the witnesses and with the chairman, I merely
would like to ask the questions at this time and ask that the replies be
submitted in writing because we have other witnesses waiting.

Senator Haxse~. Fine. o

Mr. Ortor. The first question is related to a list of specialized hear-
ing services in your 1966 article at the end of the article. )

What was the basis for choosing those particular services to be listed.
In addition, what is your opinion on whether there are an adequate
number of sources of such services?

Another question is: You mentioned one manufacturer who was able
to offer a pension model, I think, which is roughly the same model
that costs $100 more than the normal model.

I would like a little additional discussion on whether this model is
still available and how it is possible to offer it at $100 less than the
other model.

Another question: A representative of the Hearing Aid Industry
Conference yesterday said in describing the vast distribution system
for hearing aids from private sources:

I kpow of no way to serve more people, more economically, more satisfac-
torily, more promptly or more reliably than by the expanded use of this system.

He also described it as:

Inherent in the industry today, then, is a remarkable distribution system
with the following priceless elements—

(1) a widespread, diverse inventory of products, equipment and spare parts;

(2) trained specialists in fittings, sales and continuing after-sale services,
reliably serving every community in the nation ;

(3) reliable and responsible businessmen operating on a competitive, profit-
oriented, long-term basis—all playing a role in putting the hearing aid as a
public health asset at the disposal of the citizen in need, when and where he
needs it.

In today’s statement, Mr. Warne seemed to suggest that the in-
adequacies in the present distribution system might be major factors
in what people regard as the high cost of hearing aids.

I would appreciate your reaction to this statement and any elabora-
tion of Mr. Warne’s comments.

Mr. War~ge. Thank you.

Mr. Karran. Thank you.

Mr. Orior. Mr. Chairman.

Senator Hansex. If the witnesses will respond to those questions
in writing, it will be appreciated by the Chair.

We want to thank you gentlemen for your appearance here this
morning.

(The answers to the foregoing questions were received for the
record :)

Question 1. What was the basis for choosing those particular services . . . .

Answer. I should note first that the “Directory of Specialized Hearing Serv-
ices” to which you refer was not published in the original article in CONSUMER

REPORTS (January, 1966) but rather in a reprint published subsequently, As

noted in the subtitle of this Directory, it was compiled by the American Hearing
Society, Washington, D.C.

vIn our opinion, the number of such services is insufficient to meet the needs.
Note, for example, that two states have none, 11 have only one listing and
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13 others have only two or three, and that there are fewer than 300 such
service facilities listed as being available nationwide. (It is possible that a
more up-to-date list may be available from the American Hearing Society.)

Question 2. . .. additional discussion on whether this modcl is still avail-
able . . .".

Answer, In a March, 1966 follow-up to our January, 1966 report on hearing
aids, Dahlberg Electronics, Inc., has informed CU that its dealers offer certain
“Pension” models at reduced prices to people deemed by local dealers to qualify.
According to this company, the Dahlberg Clarifier I-Pension is identical with
the Dahlberg Clarifier I eyeglass-type hearing aid rated by CU, except that
the “Pension” model is priced at $229.50, which is $100 less than the regular
price. The Dahlberg Magic Ear Mark IV (not tested by CU) also is said to be
available in a “Pension” model at the same discount,

‘We have called Dahlberg Electronics, Inc. and learned from their Sales Mana-
ger, Mr. Donald B. Arndt, that they still manufacture a Pensioner’s model hear-
ing aid. It is called the behind-the-ear Dahlberg Model 4100 Rexton hearing aid
priced at $179.50. It is claimed by the company to have an average HAIC gain
of 34 db. The word “Pensioner” is engraved on the unit to identify it further.
As before, the dealer determines who is qualified to buy this hearing aid. We
have also been informed that there is now no comparable non-Pensioner model
in their current line and that the models we referred to in our report—the Clari-
fier I and the Magic Ear Mark IV—have been discontinued.

I am sorry that I cannot comment on how it is possible for the manufacturer
to have offered the Pensioner model at $100 less than its comparable non-Pen-
sioner counterpart. Perhaps the manufacturer would be in a position to answer
this question.

Question 3. “A representative of the Hearing Aid Industry Conference . . . any
elaboration of Mr. Warne's comments.”

Answer. As our published report made clear, our quarrel with the methods used
to get hearing aids to those who need them is not with the availability of prod-
ucts or spare parts. We are concerned with the lack of availability of techni-
cally competent, properly trained people equipped to diagnose the nature of the
hearing deficiency and to prescribe an appropriate hearing aid and/or other
form of treatment. It is our view that the hearing aid dealer is not—either by
training or by motivation—an appropriate person to prescribe a hearing aid
or to provide the necessary education after a hearing aid has been obtained.
Following the publication of our report, we received a letter from the Executive
Secretary of the National Hearing Aid Society, an organization of hearing aid
dealers, complaining that we had not described adequately the role of the dealer.
In reply I stated, in part:

“The efforts of your Society on behalf of the retailer of hearing aids, particu-
larly the code of ethics you have promulgated, are laudable indeed. But I'm
afraid you have missed the point of our advice to purchasers of hearing aids.
We were aware, and so stated, that ‘something like 809, of hearing aids are
now sold on no other advice than a dealer’s’. A major part of our report was
directed toward advising against this practice. Our advice to someone who sus-
pected he had a hearing loss was to consult with a physician first. We indicated
that the physician might refer the patient to an all-services hearing eclinic.
Alternatively, the physician might send the patient to an otologist who, in turn,
might send him to a fully-trained audiologist. We pointed out that many deal-
ers own audiometric equipment and ‘play to the hilt the role of the profes-
sional who can diagnose your trouble and specify the right hearing aid for you’.
And ‘even if every dealer were skilled, CU believes he should be disqualified
as your audiologist because of the conflict of interest created by the strong
economic pressure on him to sell the models he handies’. On this point, I'm
sure you're aware that the American Speech and Hearing Association code of
ethics for its Certified Audiologists bans their doing clinical work for hearing aid
dealers.

“Thus, the absence in our report of a reference to your Society as a source for
diagnosis of hearing problems or advice on which hearing aid to buy was not
inadvertent. Our difference is one of point of view. We believe that a society of
hearing aid dealers can perform many useful functions—and yours apparently
does. But, in our opinion, hearing aid dealers should not prescribe hearing aids
they sell.”

]
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Senator HaxseN. Next to be heard is Mr. Kenneth Johnson.

T believe with Mr. Johnson are Mr. Tom Coleman and Mr. Aram
Glorig.

Will you gentlemen come forward, please? _

If I may, gentlemen, I would like to suggest in the interest of
time, in order that we could get down to the give-and-take in discussion
that it might be most helpful to the committee if you would submit
any prepared statement you have to the committee and it will be in-
cluded as though it were read without objection.

Then perhaps you could summarize if you would like to and we
could get into the discussion at that point.

If I may, let me ask that each of you gentlemen introduce yourselves
for the record.

STATEMENT OF KENNETH JOHNSON, EXECUTIVE SECRETARY,
AMERICAN SPEECH & HEARING ASSOCIATION; TOM COLEMAN,
EXECUTIVE DIRECTOR, NATIONAL ASSOCIATION OF HEARING &
SPEECH AGENCIES; AND ARAM GLORIG, M.D., EXECUTIVE DIREC-
TOR OF THE CALLIER CENTER OF DALLAS, TEX., AND CHAIRMAN,
COMMITTEE ON HEARING CONSERVATION OF THE AMERICAN
ACADEMY OF OPHTHALMOLOGY & OTOLARYNGOLOGY

Dr. Grorie. I am Dr. Glorig from Texas.

Mr. Jounson. I am Kenneth Johnson, Washington, D.C., American
Speech & Hearing Association.

Mr. CorEMaN. I am Tom Coleman, Washington, D.C., the National
Association of Hearing & Speech Agencies.

Senator Hansen. I don’t know who was to be heard first.

Mr. Johnson, are you the leadoff man?

Mr. Jornsow. I don’t think it makes much difference. I will be glad
to start.

I have a statement dated July 16 and I would be pleased if that
would be placed in the record.

Senator Hansen. Without objection, it will be.

(Mr. Johnson’s prepared statement follows:)

PREPARED STATEMENT oF KENNETH O. JOHNSON, EXECUTIVE SECRETARY,
AMERICAN SPEECH & HEARING ASSOCIATION

I am Kenneth Johnson, Executive Secretary of the American Speech and
Hearing Association, a national scientific and professional society with head-
guarters at 9030 Old Georgetown Road, Washington, D.C.

Among the significant health problems which afflict the aged are speech, hear-
ing, and language disorders. Cardiovascular accidents, prevalent among the
elderly, often lead to the loss of speech and language functions. Cancer, also
prevalent among the elderly, can require removal of the larynx or voice box,
with total loss of voice. Cancer may also lead to removal of the lungs or of
maxillofacial structures important to the production of speech. In addition,
progressive diseases such as Parkinsonism and multiple sclerosis often bring
deterioration of voice and articulation facility among the old.

The effect of aging on hearing, usually referred to as presbycusis, is a condi-
tion found among 30-509 of the population over 65. This condition may persist
alone or be superimposed on other kinds of hearing loss. A case in point, is
hearing loss caused by exposure to noise. The hazard of damaged hearing due
to noise is now recognized as a disabling possibility in many industries and
trades. In the United States it is estimated that approximately 1,000,000 workers
have serious hearing losses due to high noise levels in their places of work. The
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potential cost to U.S. industry through compensation for hearing loss due to
this cause is estimated at 500 million dollars, based on the assumption that only
10% of the four and one-half million persons who work in areas of intense noise
will develop and file claims for compensation. It would be a mistake to ignore
the possibility that tomorrow’s aged, having been exposed to today’s noise
levels, will present hearing disorders in even greater numbers than previously
predicted.

Exactly how prevalent speech and hearing difficulties are among the elderly is
not known. It is estimated, however, that among persons who are 65 years of
age or older about 5% have a speech, language, or hearing difficulty which is
sufficiently important or severe as to require professional attention.

The trends in federal legislation for caring for the expanding aged population
command that basic issues regarding health problems of that population be
dealt with as soon as possible. Some of those issues include the need for expand-
ing the health services available to these persons and the need to protect this
population by informing them of what steps they should take to obtain needed
services. Both of these issues can be discussed as they specifically relate to
speech, hearing, and language problems among the aged,

Issue # 1. The need to expand speech and hearing services.—Before the 20th
century there were few services for individuals with speech and hearing dis-
orders. In Europe, the early growth of a profession to manage communicative
disorders was closely allied to the field of medicine. In America, the initial
impetus for such a profession came from the fields of speech, education and
psychology. Professional identity emerged in the early 1900’s; special speech
and hearing services were initiated in certain public school systems about 60
years ago, university programs were developed for the preparation of clinicians
and researchers in this field, and a national scientific and professional society,
the American Speech and Hearing Association was founded in 1925.

World War II hastened the development of this profession. Hearing, speech
and language reeducation became an important part of military rehabilitation
programs for the many service men who suffered speech and language impair-
ments or hearing problems resulting from head wounds or exposure to blasts.
Reeducation and rehabilitation horizons broadened as electronics and communi-
cation systems produced new techniques for research and new means to assist
children and adults with speech and hearing disorders.

Professional leadership in this field has fallen to the American Speech and
Hearing Association, since it is the only national organization to which most
speech, hearing and language specialists belong. The basic qualifications for
entrance into the profession have been established by the American Speech and
Hearing Association and include the completion of work for a master’s degree,
Approximately 1,000 members hold the Ph. D. degree. The American Speech
and Hearing Association further recognizes the completion of academic and
experience requirements for clinical competency by awarding a certificate
attesting to the professional qualifications of the holder. The responsibility of
this organization of professional men and women is further attested to by the
fact that it has been recognized by both the National Commission on Accrediting
and the U.S. Office of Education as the national organization responsible for
accrediting university programs offering graduate education in Speech Pathology
and Audiology.

The profession of speech pathology and audiology has expanded with great
strides in the past 15 years. There are today about 13,000 men and women provid-
ing special clinical services to speech and hearing handicapped persons. There
are at least 10 times as many speech pathologists and audiologists now as at the
close of World War II. This increase is, in significant measure, the result of the
substantial support provided our graduate education programs by the Vocational
Rehabilitation Administration, U.S. Office of Education, Public Health Service,
Veterans Administration, National Institutes of Health, and the Childrens’
Bureau. Equal to this growth in numbers of people in speech pathology and
audiology, has been the rapid increase in the variety of educational, medical,
and research programs in which members of the profession are engaged.

The projected increase in the aged population will place undue strain on
currently available speech and hearing services unless special attention ig
given to the problem. A number of communities are prepared to begin speech
and hearing services, but have been unable to develop local financial support.
Repeated requests are being made for federal funds in the form of project
grants for local demonstrations of service by public and private nonprofit
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agencies. These requests must be evaluated favorably in terms of the nation’s
future needs with regard to speech and hearing problems. One national organiza-
tion currently lists 96 major communities in the United States with no definable
hearing and speech services.

The Vocational Rehabilitation Administration and the Office of Education
maintain major programs for support to universities offering graduate education
in speech pathology and audiology. A total of perhaps 1200 full time students
receive some financial assistance for their graduate study. While this support is
vital, we must recognize that assistance for at least 3,000 full time students is
required if we are to make significant strides in closing the personnel gap.

There has been a sharp acceleration in providing services to all types of
disabled individuals and our rapidly expanding population at both ends of life’s
span will produce a proportionate increase in the number of speech and hearing
problems. We can expect that the present shortage of speech pathologists and
audiologists will become more serious—even if the present level of support
continues. What is needed here is a very substantial increase in funds to graduate
education programs in this field. Only if additional funds are made available
for graduate fellowships and faculty support will we have any prospect of coping
with the serious communication disorders in our aged population.

1t should be noted that there is much interest at present in the possible
utilization of non-professional supportive personnel to help meet the manpower
shortage in the health and education fields. The American Speech and Hearing
Association is focusing attention on this issue, has sponsored two national
conferences within the past year to discuss supportive personnel, has initiated a
comprehensive manpower study, and is engaged in efforts to develop guidelines
and recommendations. However, our study thus far indicates that a greater
possible use of supportive personnel will not lessen the need for increased numbers
of fully qualified professionals in this field. In fact, in at least the immediate
future, any large-scale effort to recruit, train, and use supportive personnel
might well increase the shortage of professional personnel available for direct
clinical service by diverting extensive man-hours of professional time to training
and supervisory functions, and to other activities involved in long-term planning
and programming. It is apparent that any realignment of Federal support
directed toward utilization of supportive personnel which would result in a
reduction of support for professional education would have unfortunate con-
sequences. Whatever the ultimate benefit which will come from wider use of
supportive personnel, the immediate problem is a shortage of professional
personnel for which the only answer is an increase in graduate education
resources.

Issue #2. The need to protect the public—There is a very important need for
letting elderly persons know where to go and to whom to go, for the best attention
to their hearing and speech problems. This need is exemplified sharply by a
brief description of current procedures and problems involved in hearing aid
evaluations.

It is estimated that a small percentage of those with significant hearing loss
wear hearing aids. The fact that a preciously small number of the estimated
4 million Americans with significant hearing loss actually use hearing aids is
certainly unfortunate but there are many reasons for it. Somewhere close to the
top of the list must rank the fact that even when an individual overcomes his
shyness about acknowledging a hearing loss, and decides to spend whatever it
takes to resolve his handicap, he still may have no clear thought as to how to
proceed. Some 300 different hearing aid models are presently offered for sale,
and all sorts of professionals and quasi-professionals ranging from physicians
certified as ear specialists to high pressure salesmen are ready although not
totally able, to advise the hard of hearing in the choice of an instrument. The
situation is made no less confusing by the mystique of “fitting”” procedures
perpetuated throughout the land by many unqualified individuals.

Hearing loss should be considered a symptom of a disease. Therefore, the first
consultation concerning a hearing loss should be with a physician. The general
public and the aged population in particular should be educated to this fact.
Methods should be established which would make the general publie, and partic-
ularly the geriatric population, aware of the recommended protocols concerning
treatment and rehabilitation of auditory disorders. It is helpful to distinguish
between the physician who specializes in ear disease, the audiologist who spe-
cializes in non-medical rehabilitation-education and evaluative services to the
hard-of-hearing, and the hearing aid dealer, who is a salesman in business to sell
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hearing aids. The delineation of role and responsibility must be emphasized so
that those seeking a solution to their hearing problem, will not mistakenly pur-
chase a hearing aid when, in fact, medical treatment could have eliminated the
handicap ; or when, in fact, a hearing aid could not improve the hearing condition
at all. A physician is the only person trained to diagnose and treat disease respon-
sible for hearing loss. An audiologist, on the other hand, is uniquely qualified to
conduct and interpret a wide variety of auditory tests performed to define and
better describe the hearing loss, and to predict the extent of the benefit to be
derived from use of an aid in most cases. In addition, the audiologist provides edu-
cational and rehabilitative services essential to many hearing handicapped
persons.

The American Speech and Hearing Association awards a Certificate of Clinical
Competence to audiologists who meet graduate education, clinical-training, and
ethical standards. Their code of ethics prohibits any commercial interest where
hearing aids are concerned. The American Speech and Hearing Association also
makes available a list of individuals and centers capable of providing qualified
services to the hard-of-hearing public. These individuals and centers are qualified
to examine hearing capacity and outline a course of meaningful rehabilitation.
From a series of highly controlled tests, the audiologist can determine how well
speech is understood and what the specific dimensions of hearing loss are. He can
advise as to the chances for success with a hearing aid and what additional or
alternative steps may be necessary to help compensate for a hearing loss. These
points are particularly applicable to an aged population.

The fact that there are almost 500,000 physically and socially disabled people
who each day reside in about 25,000 of the country’s nursing and convalescent
institutions represents a major market to the hearing aid industry. Such a situa-
tion commands attention and demands that protection be provided for both the
provider and the recipient of hearing rehabilitation services. One means of pro-
viding this protection would be to establish clearly defined protocols applicable
to beneficiaries of federally supported programs. Such protocols should require
that individuals complaining of auditory disorders, after being examined medi-
cally, be evaluated by a qualified audiologist. The selection and fitting of a hearing
aid should be based primarily on the audiological evaluation. Such a system or
procedure would place the physician, the audiologist and the hearing aid salesman
in a proper perspective in the care of the hearing handicapped. In addition, the
establishment of such clearly defined steps would ensure that the services pro-
vided beneficiaries of federal programs would be of the highest professional
quality. One need only examine the success of the audiology program maintained
by the Veterans Administration to establish the validity of their requirement that
the issuance of a hearing aid be based in the audiological evaluation, The evalua-
tion of the integrity of the auditory system, and the rehabilitative management of
hearing loss, including the selection of hearing aid amplification, is a proper
function of the audiologist.

Investigations conducted by the Federal Trade Commission indicate that con-
sumers commonly complain of dissatisfaction with hearing aids, and that many of
the complaints are from elderly persons on fixed income or public assistance who
can ill afford the expense of a hearing aid which meets neither needs nor expecta-
tions. So long as the hearing handicapped person purchases a hearing aid without
prior consultation with physician and audiologist, we may anticipate inordinate
numbers of such complains and less than satisfactory care for our elderly citizens.

Judging from a recent survey of 4,000,000 deaf and hard-of-hearing people,
an extremely small percentage of the hearing handicapped sought the assistance
of a physician or an audiologist. Almost 60% went directly to a hearing aid
dealer. It is certain that many of these people now own a hearing aid and, in
addition, support a disease of the auditory mechanism which may very well
have been controlled with proper medical and audiological assistance. This seems
such a waste, both from humanitarian and economic points of view. i

Hearing aid dealers are neither educated nor equipped to evaluate the integrity
of the auditory system, define the locus of the pathology or assume responsibility
for the rehabilitation of the hearing impaired. This point is important because,
under the system in effect at the present time many hearing impaired persons
see neither the physician nor the audiologist.

In summary, a great deal is known today about hearing, speech and lan-
guage—the processes, the disorders and the individuals who sustain them—yet
it is a fact that few of our citizens, especially among the elderly, benefit from
this knowledge and the kinds of services which are available. We all share in the
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responsibility of providing these handicapped individuals with reasonable care for
their problems. Reasonable care can be provided the elderly who develop speech,
hearing or language disorders if adequate assistance is provided graduate educa-
tion programs in speech pathology and audiology, if assistance is extended com-
munities in the establishment of speech and hearing centers, and if beneficiaries
of federal programs who are in need of speech or hearing rehabilitation services
are referred first to qualified physicians, audiologists and speech pathologists.

Mr. Jounsow. I have some additional remarks.

First of all, some comments relative to the specific topic of man-
power which may be helpful, and secondly, I have some suggestions or
recommendations which the committee might desire to consider.

Senator HanseN. Mr. Johnson, if you would, please, sir, move the
mike a little nearer to you. I think there are a great many people here
very much interested in what you are saying and they are not all
able to hear you.

Mr. Joruwnsow. Thank you.

First of all, there are about 13,000 members of the American Speech
& Hearing Association which is the national professional society to
which most professional audiologists in the country belong. Of these,
approximately 2,500 or 3,000 individuals are primarily concerned with
the hearing handicapped.

Services provided by these individuals are provided in approxi-
mately 800 service programs in this country. These 800 service pro-
grams will be found in community centers, hospitals, and universities.

In addition to these 800 specific service programs located in hos-
pitals, universities, and community centers there are hundreds and
hundreds of speech and hearing programs in the school systems of the
country.

These 800 service programs employ approximately 4,000 speech
pathologists and audiologists.

Another fact which may be of some interest to the committee is
that there is approximately one clinician or one speech pathologist
or audiologist in the country per every 12,500 U.S. citizens.

There is a substantial need for additional professional personnel in
this area. This need, it seems to us, can be satisfied through two prin-
cipal avenues:

AVENUES FOR ProviDING PERSONNEL

(1) Through the development of supportive personnel and special-
ized services which such individuals may be able to provide; and

(2) Through additional assistance to the academic training pro-
grams in the universities and colleges in this country.

At the present time, the Rehabilitation Services Administration and
the Office of Education combine to provide financial assistance to
approximately 1,200 graduate students a year. There are additional
sources of support for graduate education programs in this field, but
these are the two primary sources.

These assistances to our university and college training programs
are fundamental to the future development of services in this area.

As far as the university programs which are providing the man-
power for this field are concerned, there are today 271 universities and
colleges participating in this professional area. Of these, about 190
provide graduate education, and graduate education to the master’s
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level is a minimum requirement for participation as an audiologist or
speech pathologist. )

As far as the student population is concerned, there are today in
our undergraduate training programs something in excess of 18,000
students. Enrolled at the master’s degree level, there are approxi-
mately 4,500 students. Enrolled in doctoral programs in this country,
there are 821.

Now, a few additional comments on the principal topics of this
hearing—comments concerning how to improve delivery of services
to the handicapped elderly, how to protect the public from what
has been descrﬂ?ed as sharp sales practices or misleading advertising,
and associated comments concerning consumer education.

First of all, I think it essential that the subcommittee as well as
the public at large recognize that the criticisms of the industry and
the dealer system, itself, originate from actions of a relatively small
population of the manufacturers and the dealers.

The large number of the manufacturers and the large number of the
dealers are excellent individuals providing very consicentious, fine
services. This fact must not be lost In the mass of criticism which they
tend to receive,.

The large bulk of the criticism comes from actions of a small group
of manufacturers and dealers.

In addition, in my judgment, the sales and advertising problems
which have been described stem from the nature of the business en-
gaged in, as was described quite adequately yesterday. The hearing aid
industry is faced with the task of trying to sell hearing aids to in-
dividuals who need them but don’t want them.

Not all of the criticism which comes to the industry is justifiable. If
you would consider this point for a mement, many individuals who can
benefit substantially from the use of a hearing aid will not be happy
with one primarily because of the difference between their level of ex-
pectation and the level of benefit received.

In the process of trying to sell hearing aids, dealers do contribute to
the building up of this level of expectation which they may not he
able to satisfy. If dissatisfaction results, letters of complaint are gen-
erated. Those most ready to criticize dealers conclude that these com-
plaints are additional evidence that dealers sell aids to people who do
not need them.

I think it is important we recognize then that not all of the criticism
which originates or comes from the public toward this industry is
justifiable. Certainly some of it is. But we must keep things in per-
spective.

My second comment is relative to some of the remarks made here
vesterday.

I, personally, do not believe that licensing laws or registration of
manufacturers, as was suggested yesterday, or even the self-policing
of the industry will change the situation materially as we see it today-.

A Masor CHANGE 1IN DELIVERY

If there is sufficient need for additional public protection, if it is
decided that the problems which exist in the country in the matter of
hearing aid sales are sufficient to warrant substantial overhaul or
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substantial change, then it seems to me that you do have, as the Sur-
geon General indicated, to make a major change in the delivery system
for beneficiaries of State and Federal programs.

I have a suggestion to offer in this regard which may prove helpful
if the subcommittee determines that there is suflicient need for change.
It seems to me that the only substantial change in the delivery system
which is possible would be to establish a State-Federal hearing aid
purchasing progam which would be based in the Veterans’ Administra-
tion program. If hearing aids could be purchased according to some
State-Federal plan, the aids could be provided to registered clinical
facilities or service programs in the country and eligible beneficiaries
of the State-Federal programs could be “issued”’—received—the hear-
ing aid directly through these service facilities. The Professional
Services Board—PSB—of the American Board of Examiners in
Speech Pathology and Audiology 1s already well established and could
participate in a national program of this sort by registering clinical
facilities.

The benefits whch could be derived from such a program would be:
Firstly, the reduction of the costs for purchasing hearing aids by the
Government ;

Secondly, the total elimination of the issue of so-called sharp sales
practices and misleading advertising;

Thirdly, the insuring of objective services to these beneficiaries and
the insuring of adequate diagnostic and rehabilitative services.

Now, the preceding constitutes a suggestion for a major change in
the hearing aid delivery system for beneficiaries of State and Federal
programs.

But, now, what about possible benefits or changes for non-
beneficiaries of State

Mr. Orior. May I interrupt, Mr. Chairman? I am not sure who the
beneficiariesareto whom you are referring.

Mr. Joanson. I am thinking in terms of title 18 and title 19 of the
Social Security Act.

There are other beneficiary groups, however, including those who
receive services from the Rehabilitation Services Administration’s
State bureaus.

Senator HanseN. If I could, just before you leave that point, in order
to be certain that I understand you, Mr. Johnson, was it your recom-
mendation that a State-Federal hearing aid program be established
and that the purchases of hearing aids for the recipients in that pro-
grar;x be made by State and Federal officers or an association of the
two?

Is that what you suggest ?

Mr. Jornson. Let me describe it this way, if I may, Senator.

If a major change is indicated in the delivery system, then an agen-
cy of the Federal Government or a State government or a combined
agency could purchase the hearing aids on a national basis and dis-
tribute these aids in quantity as required to the PSB-registered non-
profit service programs which exist in the country and which could be
developed.

The eligible Federal-State beneficiary then coming to the service
programs for evaluation, could, upon determination of need and type
of need, be given or issued the aid with no need to go through the
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hearing aid dealers office. What I am suggesting is essentially the
same thing that you have in the Veterans’” Administration today. A
veteran goes to a designated clinic, is evaluated, and if a need is estab-
lished, he is issued an aid on the spot. He never seesa dealer.

Now, for nonbeneficiaries of the State and Federal programs, that is,
for citizens not eligible for hearing aids through one of the govern-
mental programs, it seems to me that the broadest possible educational
program should be developed. I think that we could, with the coopera-
tion of public and private agencies and financial assistance from the
Federal Government, develop a substantial public education program
to encourage proper use of medical and audiological services.

A UDIOLOGICAL SERVICES BY FEDERAL AGENCIES

I think at the same time consideration should be given to strength-
ening some of the audiological services within the Federal agencies
themselves, for it will be from these positions that strength to such a
program could be developed.

For children, it would seem to me a reasonable recommendation that
a medical certificate should be required prior to the sale of the hearing
aid. If this proves not to be possible, then at the least, parents must be
advised of the need for both medical and audiological services prior to
the purchase of the hearing aid. State laws regulating the sale of hear-
ing aids could include requirements that parents be formally advised of
this need.

Senator Hansen, Now, are you speaking of recipients of either State
or Federal assistance in the purchase of the hearing aids or people
generally ?

Mr. Jounson. This suggestion concerns children in general and is
not intended to relate to my comments on beneficiaries of State-Federal
programs. :

Senator Hansen. And you are suggesting State or Federal law that
would require certification ?

Mr. JorNnson. State law.

In the State law, it would be possible to require that prior to the
sale of the hearing aid the parent be advised clearly that the child
should receive a medical and audiological examination prior to the
purchase of a hearing aid. The parent could be advised of this need
and would be free to accept or reject the advice.

I am not sure whether it WOlliId be possible to require that a medical
certificate be obtained prior to the sale of an aid to a child. If it would
be possible to do that, I think that would be an excellent way of helping
to protect the interests of children and their parents.

Finally, it does seem to me that hearing aids and hearing rehabilita-
tion services should be available to all of the poor who have significant
hearing losses.

In addition, hearing aids should be made available to the elderly
with moderate to severe hearing losses under titles 18 and 19 of Public
Law 89-97. At the present time, as you know, hearing aids are not made
available generally and it is the high cost of hearing aids which has
restricted the general distribution of aids to otherwise eligible bene-
ficiaries of that law.

I think one of the ways of reducing the cost to the Government is
through a national purchasing program but, secondly, by requiring
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that individuals have a substantial hearing loss prior to the issuance
of a hearing aid. The number of persons who would be issued them
would be sharply reduced. A manageable hearing aid distribution pro-
gram could be developed and maintained by reducing the unit cost
and limiting the number of eligible beneficiaries.

Thank you.

Senator Hansen. Thank you very much, Mr. Johnson.

(The chairman, in a letter written shortly after the hearing, ad-
dressed several questions to the witness. Questions and replies follow :)

Question 1. In your prepared statement, you say: “A number of communities
are prepared to begin speech and hearing services, but have been unable to de-
velop local financial support. Repeated requests are being made for federal funds
in the form of project granis for local demonstrations of service by public and
private nonprofit agencies.”

What are existing sources of such federal assistance? What recommendations
do you have for broadening sources of such assistance?

Answer. Funds are available from the Rehabilitation Services Administration
and the Public Health Service through regional and state offices for such activi-
ties as planning and expansion of physical facilities. To my knowledge, however,
there are highly limited funds available for the direct payment of services ren-
dered by local speech and hearing centers. Generally speaking, speech and hear-
ing centers are deficit producing operations. One may make a generalization
that each service rendered results in a small deficit. Extending this generaliza-
tion, then, one may conclude that the expansion of the clinic services merely
serves to increase the deficits produced. These deficits, for the most part, are
covered by the resources from the communities involved, e.g.,, United Givers
Fund. The federal government might consider providing some degree of financial
assistance to centers to pay for the real and total cost of serving beneficiaries
of federal programs. If this were to be done the government would, in most in-
stances, be paying a higher fee than that paid by beneficiaries of other programs.
A second suggestion would be for the federal government to consider that it has
an interest in the maintenance and the expansion of nonprofit speech and hear-
ing center programs in the country. The annual deficit produced by these centers
might be covered, in part, by federal funds. The support could be based on the
number of new cases seen each year or on some other formula basis.

Question 2. From what study did you determine that 96 major communities
in the United States have no definable hearing and speech services? May we have
a copy of that study?

Answer. The study which produced the information that there were 96 major
communities in the United States which had no definable hearing and speech
services was made by the Institute for Community Studies of New York City.
I believe the study was carried on in 1965 and a copy can be obtained by writing
to Mr. Tom 'Coleman, Executive Director of the National Association of Hearing
and Speech Agencies.

Question 3. In your statement, you refer to the “mystique fitting” procedures
perpetrated throughout the land by maeny unqualified individuals. We would
like to have additional details.

Answer. My comment here concerned the efforts made by some hearing aid
dealers to imply to the public that scientifically based, clinical procedures are
provided within the dealer’s offices. The term “‘fitting” began to be used to iden-
tify the efforts of audiologists to select, through comparative controlled measure-
ments, specific aids and receivers for specific individuals. The term “fitting” is
now utilized by many dealers and is, in my judgment, used to convey the idea
to the public that the same comparative controlled measurements are used by
them. In fact, however, this is not the case. The dealer efforts, in most instances,
represent little more than trial and error activities with a client who, ultimately,
is sold the aid and the receiver which ‘“‘sounds best to him’. Another aspect of
the “mystique of fitting procedures” is the relatively common use of white coats
by hearing aid dealers. These coats are similar to those worn by physicians in
clinies. Once again the efforts of some dealers seem to be to utilize the image the
public has of the scientific nature of the work done by individuals who wear
white coats in clinical settings. In general, then, I was trying to indicate in my
testimony that the public, though it receives services from individuals who have
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as their prime purpose the sale of a hearing aid, is encouraged to believe that
scientific practices, such as may be found in medical or audiological clinics, are
carried on in the commercial hearing aid dealer offices.

Question 4. On the same page,.you said that methods should be established
which would make the general pubdblic, and particularly the geriatric population,
aware of the recommended protocols concerning treatment and rehabilitation of
auditory disorders. Do you regard this as primarily a responsibility of the indus-
try and professional organizations? Or do you believe that the initiative or pri-
mary support should be lodged with federal agencies?

Answer. In my oral testimony I attempted to expand on my statement in
the written testimony concerning the educational efforts which should be
made to advise the general public and particularly the geriatric population
concerning proper services for hearing disorders. It is my belief that a major
educational program could be carried on through a partnership which would
include federal agencies and the professional and lay organizations concerned
with proper care for hearing handicapped individuals. There are many public
and private agencies which would be willing to participate in a public in-
formation campaign intended to guide hearing handicapped persons to proper
professional services. Literature and other materials would be required as
well as a specific plan for the conduct of the educational program. Federal
agencies would be involved particularly in assisting in funding the develop-
ment of the literature. The distribution of these educational materials and the
conduct of much of the educational campaign could be handled by the private
agencies but the most effective program would be one in which all public and
private organizations concerned with this matter would join together.

Question 5. You ask for clearly defined protocols applicable to beneficiaries
of federally supported programs. In your oral statement, you discussed your
proposal further, but I am mot yet certain whether you are suggesting that
hearing aid devices should be provided without cost under Medicare.

Answer. It was my intention to convey the idea that hearing aids should be
provided without cost under Medicare. Because I am quite aware of the prob-
lems which have developed in England and because of the certainty that the
financial cost of such a Medicare program would be enormous if there were
no restrictions or no controls, I stipulated that hearing aids should be made
available only to certain categories of individuals. In the instance of the elderly
I indicated that only those sustaining a moderate to severe loss should be
“issued” a hearing aid under Medicare. I would assume, once the federal govern-
ment entered into a program where certain of the aged would be provided
hearing aids, that experience with the cost of such a program would result
in gradual modifications and quite probably the expansion of the number of
beneficiaries eligible under the program. The principal point of my suggestion,
however, is that one can predict in advance, within reasonable limits, the num-
ber of the elderly who would be eligible for free hearing aids and hearing
rehabilitation services. One can enlarge or reduce the number of eligible in-
dividuals by simply increasing or decreasing the amount of hearing loss re-
quired for eligibility. If the cost of each hearing aid was reduced through the
development of a national hearing aid purchasing program and if careful
control was maintained over the degree of hearing loss required for eligibility
for a “free” aid, an economically manageable as well as humanitarian program
could be established.

Question 6. What is the stand of your association on whether Medicare should
pay for consultation that leads to the purchase of a hearing aid?

Answer. The American Speech and Hearing Association has not taken a formal
position on whether Medicare should pay for consultation that leads to the pur-
chase of a hearing aid. It would be my assumption, however, that the Association
would favor such an arrangement. I believe this would be the case simply because
professional services are involved and, in the instance of the provision of profes-
sional services under other sections of the Medicare law, payment is made for
consultation. It would not be reasonable to assume that consultation for the
evaluation of hearing and the evaluation of the need for a hearing aid should
be carried on in the absence of payment for professional services rendered.

Question 7. In your oral testimony, you asked for strengthening of some of the
audiological scrvices within the federal agencies.

To what services do you refer? How would you like to see them strengthened?

Answer. Leadership in providing a national educational program directed at
hearing handicapped citizens and leadership in the conduct of the present pro-
grams maintained by such agencies as the Rehabilitation Services Administra-
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tion. Children’s Bureau, Public Health Service, the Veteran's Administration and
the Office of Education require that the agencies maintain positions and employ
individuals with competence in audiology. Most of these agencies are understaffed
at the present time. The lack of educational materials for the general public, the
absence of a national plan for guiding hearing handicapped individuals to proper
services, in my judgment, is the result of the fact that the various agencies
require funds and authority to employ additional professional personnel in this
area.

Senator Haxsex. Who next would like to be heard on the panel?

I call on you, Mr. Coleman.

STATEMENT OF TOM COLEMAN

Mr. CoremaN. Perhaps I should preface my remarks with the fact
that T am the only professional layman at this table; one gentleman is
from the association dealing with audiology and speech, and the other
from the field of medicine.

My organization is what we might call the national nonprofit vol-
untary organization is this field of human communication composed
of nonprofit service agencies around the country as well as many lay
and professional individuals who are interested in this cause.

Our basic objective is to assist communities throughout this coun-
try to either establish, improve or increase services to the communica-
tively handicapped, basically speaking of hearing, speech, and lan-
guage problems including deafness.

Thus, our staff spends quite a bit of its time on the road on requests
from communities or service agencies to assist them in various way to
accomplish these objectives.

As we have done this over the years, we certainly have become aware
of the subject with which this panel, I believe, 1s charged, the man-
power situation—of the severe shortages of personnel, professional and
otherwise.

Again I must hesitate a moment here to say that one thing that con-
cerns us as we speak to this subject is the whole statistical review of the
situation which has been presented in different ways and which, I am
sure, will be presented in other ways before the hearings are over.

We are concerned with what we feel is inadequate knowledge statis-
tically about the number of handicapped people in this country, in-
cluding those with hearing and speech problems and at all ages. In
fact, as Mrs. MacDougall [ Nanette Fabray] who testified here yester-
day and before a House committee earlier this week said, if it is within
reason we would like to recommend to this committee that they look
into the possibility of recommending to either the Bureau of the Cen-
sus or Health, Education, and Welfare the activation of some nation-
wide census—not a survey, not a study—but an actual census on the
incidence of handicaps of all types in this country. I think with this
we might be able to do a better job of presenting our material here in
the future.

Certainly, from experiences of the agencies out in the field, we are
aware that our biggest problem in getting services to people is the
shortage of personnel.

Not to steal some of Dr. Glorig’s show, but we are aware certainly
that the medical specialties of otology and otolaryngology are too few
in number to adequately serve the patient population, whatever it is,
of this country.
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In line with this, we have been working with Dr. Glorig via infor-
mal discussions on the possibility that some of this shortage of medi-
cal specialists in the ear field might be made up by providing educa-
tional programs for the general type of physician, the general practi-
tioner, the internist, and the pediatrician, who I believe initially
see the majority of medical patients of all ages and who probably are
managing the health problems and care of the bulk of people in this
country.

FariLy Prysiciaxs Caxy Here

I believe that proper education and intelligent use of family phy-
siclans can assist the specialists in this field to get more medical and
rehabilitation services to people with hearing and speech problems who
need them.

We also are aware of the severe shortage of professional audiologist,
even with the hard work that Dr. Johnson and his group are doing
with the training programs to increase the flow of these people. Realiz-
ing that it takes a minimum of 5 years of college training to turn one
out, we should encourage immediate support of a program for various
levels of supportive technical personnel to assist audiologists in ex-
tending services to more people.

We all know this has been done most adequately by the various med-
ical specialties, by dentistry and nursing, and by other professions. We
feel it can be done very well and very rapidly 1n this situation.

Mr. Mivier. If T may interrupt, Mr. Coleman.

Yesterday, Mrs. MacDougall, Nanette Fabray, made the observa-
tion that there were approximately 1,000 audiologists in the Nation.

Do you or Mr. Johnson want to give us a precise figure as to the
number of audiologists, or are you able to do that ?

Mr. CoLeman. T will speak to this, but I am sure Dr. Johnson has
better figures. Again I am confused by figures. I heard Miss Fabray
say 1,000; T heard someone else say 2,000 yesterday.

I think the real question—and Mr. Johnson could answer this more
specifically—is, can we have this figure in terms of people who actually
are providing direct services to the people who are available for this
sort of thing ?

Mr. Jounsox. There are to be, in 1970, approximately 10,000 certified
audiologists and speech pathologists. Of that number, between 2,000
and 2,500 will be specialists in the area of hearing disabilities.

Mr. MrLLer. How many audiologists ?

Mr. Jorxsox. That would be the latter group, 2,000 to 2,500.

Mr. MiLrer. How many audiologists are there now? You speak of
1970 or 1975 ¢

Mr. Joa~son. I referred to 1970.

We are in a transition phase in our certification program but I
would say that you have around 2,000 of those people available.

Mr. Mm.Ler. Relating to Mr. Coleman’s comment, how many of those
are available for service directly to the people?

Mr. Jornson. Most of those individuals are available for service
directly to individuals now.

Mr. MiLLEr. As opposed to engaging in training of others and re-
search and that sort of thing? I assume that is what you mean.

Mr. Jornson. Yes. Very few of these individuals conduct research
and relatively few of them are teaching in our colleges and universities.
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Mr. MiLeEr. Would you comment further on that point, Mr. Cole-
man?

Mr. CoLexan. Well, I was perhaps under the wrong impression,
Ken. I had thought that this group included all of the people in audiol-
ogy; that is, what we consider professional certified people, including
those in the training programs and research, the Federal Government,
administrative jobs, industry, and so forth.

Now, if I am mistaken, then perhaps I should not have answered
the question.

Mr. JounsoN. There are of that number—that is of the 2,000—a
good many that carry one some administrative services and there are
a few that carry on some research activities, but the large bulk of that
number that I am addressing are individuals who are available or who
are providing significant amounts of clinical services. Part of the con-
fusion here may stem from whether we are talking about individuals
who provide 4 hours per day of services or perhaps 8 hours per day of
services and so on.

Mr. CoLemaN. As we look toward 2,500 to 3,000 audiologists, 3,500
to 4,000 otolaryngologists and otologists, again admitting the poor
statistics we have, it seems to me that we simply cannot serve with
the present professional manpower the millions of people who need
help in this country and including the older age group.

It seems that the production rate of the present professional pro-
grams will never turn out the additional people we need to establish
a reasonable physician audiologist/patient ratio. It seems that in one
sense we are In the same position that medical education found itself
in a number of years ago. Some of you gentlemen might recall when
we would come 1n from the Association of American Medical Colleges
and state that we needed more professional people, but some of our
friends from the American Medical Association would say “No, it is
just poor distribution of doctors.”

Now, both AAMC and AMA are coming in and pleading with you
for assistance for more medical schools, iarger student bodies, and
what have you. We may be in this same position with audiology and
speech today.

This lead‘; into the role of the hearing aid dealer. Now, the best
statistics I can find indicate that the dealer is providing more services
to people—and I am not qualified to judge good, bad or otherwise—
but that they are serving more people with hearing problems than any
other group in the country. There is little doubt in my mind that they
will continue to do this for a long time.

Some have said that one day perhaps the hearing aid dealer may
take the same role that the optician does in the eye field. Actually many
communities today have only hearing aid dealers available to serve
those with hearing problems and are completely void of medical hear-
ing specialists or audiologists. Therefore, it seems that we must rely
on the dealer in some ways as a provider of services—if you will permit
me—as one of the technical, nonprofessional classes of individuals sup-
‘porting the provision of services to people. .

Thus, it seems only reasonable that in recognition of this—that he
Is serving people—we have an obligation to assist this individual by
upgrading his knowledge, his education, and his ability to provide good
services and continue using him as a provider of service.
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Again, I don’ define service; this is for the professionals. To this
end, I think some interesting things have taken place in the last year
or two on the part of industry and the dealers’ association toward
assisting with this problem. Some of the major companies (with the
help of physicians and audiologists) have been developing training
programs to upgrade the understanding some of their dealers as they
go into the field.

“In the last few months, the National Hearing Aid Society has ap-
proached us to see how we might work with them in developing good
training and education programs that would improve or update the
knowledge of some of their people, particularly the new ones com-
ing into the field. It seems to us that this is a healthy situation.

Now, as far as the provision of services to people, including the
aged are concerned, the Federal and State Governments could help
by making more money directly available to service agencies through-
out the country for the provision of hearing and speech services. At
the present time, too little direct money for services to people flows
from Federal and State coffers to the community agencies where
much of the service is being provided.

As far as a delivery system involving Federal purchase of prod-
ucts such as hearing aids—I am not speaking for my association; I
am speaking for myself—I would have to question this in terms of
other practices for providing care to people in the country. Perhaps
we should put the burden on industry, itself, to solve the retail costs
of prosthetic devices.

You know, historically the cooperative approach of the professions,
the voluntary agencies, the governmental agencies, and the industry
involved in specific service activities in this country have been one of
our great strengths. This combination of getting services, equipment,
pharmaceuticals, prosthetics, and what have you to people via the
collaboration of private and public resources has worked well over
the years. I think this way of life should continue.

IxpustRy AskeEp To Provibe More Hrrre

I believe that the demand should be made of industry, in recogni-
tion of the problem of providing hearing aids to people, that they do
some soul searching and that they come up with the answers to this
problem. They must make it easier for those who need help, who need
equipment, to acquire it themselves rather than having Federal or
State direct purchase and distribution of such things.

I also believe that licensing is important, including State licensing
of hearing aid dealers.

After many, many years with the health field, it is my personal
opinion that anyone working with the human body or mind in any
State in the country should be licensed.

Thank you. '

Senator Hansex. Thank you very much, Mr. Coleman.

(The chairman, in a letter written shortly after the hearing,
addressed several questions to the witness. Questions and replies
follow :) :

Question 1. You commented about deficiencies in statistical reporting on the
number of handicapned people in this nation and asked for a natiomovide census



on the incidence of handicaps of all types in this nation. I would like to hatve
some additional discussion on:
(1) Present inadequacies in statistical resources.
(2) More details on the objectives of your proposed census and mcthods
for conducting it.

Answer. (1) As a professional medical and scientific writer for many years,
coupled with my many administrative duties with various health-related organ-
izations, I have found it a most difficult task to aequire supportive statistics
which I consider to be accurate for use in the various materials I have developed.
Rather, most statistics nsed by various health and related service agencies,
whether private, or public, seemingly have been based upon samplings, esti-
mates, predictions, and similar ‘“shaky” foundations. I am sure that there
are a few exceptions to this . . . perhaps the ease with which the blind
(depending on definition) can be identified. However, I have never felt in good
conscience when using estimated numbers of specific handicaps, including our
own area of hearing and speech disabilities and deafness. Despite the fact that
I am the executive of a major national agency working in the field of human
communication, it would be impossible for me to present to you tomorrow a rea-
sonable exact determination of the numbers of people afflicted with the various
types of disabilities represented in our field of endeavor. Whereas I might use a
figure of 250-300 thousand profoundly deaf individuals scattered throughout the
United States . . . I am sure this could be refuted by an individual working
with the deaf in the State of New York, for instance, who would indicate that his
estimates for that state alone approximate one half of this national figure we
have used. We need figures that are more reliable.

(2) Not being professionals in the field of statistics or census+taking, it would
be presumptuous of me or my staff to suggest the methodology to be used in a
nation-wide census on the incidence of handicaps of all types in this nation.
However, we could be of assistance in recommending such thoughts as “the
need for better definitions of each handicap” (for instance, how do we define
deafness), or “how severe should a particular imperfection be within an in-
dividual in order to have it declared an actual handicap”, or “should cognizance
be taken of one’s living and employment setting along with his particular physical
or mental problem in establishing our criteria as to whether or not the individual
is handicapped”? Regardless of the methodology used, it is our belief that some
means should be found for a nation-wide census by an appropriate federal agency
on the incidence of handicaps of all types . . . not merely another sampling.

Question 2. I am also impressed by your comment that at the present lime,
“too little direct money for services flows from Federal and State coffers to the
services where much of the service is being provided.”

What suggestions do you have for broadening the extent of federal support,
and what should be priority objectives?

Answer. I am sure that all of us, including the Committee and staff members,
are aware that emphasis in the grants field in past years has been on research
and training. Though we allegedly now are in the “service era” of federal con-
siderations, which naturally influences states’ programs, I am sure that a review
of funds available for the purchase of services for individuals with hearing and
speech problems (particularly those who no longer can be classified as children
or who are aged) would reveal 2 minimum flow of funds to assist for fees for
professional and technical services rendered. NAHSA has an agency member-
ship of approximately 200 service programs . . . most of the services are financed
by United Funds and Community Chests, fees, donations and non-federal or non-
state monies. Some do have contractual arrangements with state rehabilitation
staffs, children’s bureaus and similar agencies . . . but many times the present
amount of funds available could be used to increase and improve services to the
hearing and speech handicapped throughout the country.

When we speak of hearing and speech problems, in reality we are talking
about human communication, language development or deprivation, learning or
learning disabilities, and many other factors that are important to the mental,
social and health status of individuals as well as considering such factors as
employability, safety and so forth. We also are recognizing that those with hear-
ing, speech and language handicaps constitute the greatest ‘“disability” group
in this nation. Thus, it seems only reasonable to recommend that the Committee
and other responsible federal units consider recommendations for legislation that
would improve the availability of hearing and speech services to people of all
ages in such legislation as Medicare, Medicaid and so forth. At this point, Mili-
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tary Medicare (the program for services to military dependents) appears to pro-
vide the best coverage currently available for those with hearing and speech
needs.

Question 3. You also made the suggestions “the demand should be made of the
industry in recognition of the problem—providing, for instance, hearing aids to
people . . .” I am not sure whether I understand your suggestion and I would
like to have additional details.

Answer. It seems to me that some effort should be made to meet with the lead-
ers of the hearing aid industry to discuss the reality of the financial problems
of initial instrument cost, repairs, continual replacement of batteries and other
factors as they relate to people who are on subsidized health and welfare pro-
grams or to anyone who could be considered “medically indigent”. There is little
doubt in my mind but that an intelligent approach to these industrial leaders
would ultimately result in their assisting with the development of a marketing
program which could adjust prices of services for people in special economic
categories and, at the same time, retain a reasonable margin of profit for the
manufacturer and distributor. NAHSA certainly would be willing to serve as the
enabling agency for calling together such a meeting between industry, dealers
and representatives of this special consumer group.

Question 4. What suggestions do you or the association have for providing serv-
ices or hearing aids for those with hearing l0ss?

Answer. In this time of extreme professional shortages, economic unrest and
changing trends in the delivery of services to people, it would be most difficult to
suggest any panacea for providing services or hearing aids for those with hear-
ing loss. However, a combination of the following activities could begin to sig-
nificantly improve the current situation :

(a) Developing more efficient methods for delivery of services to people.

(b) Developing various levels of supportive personnel to permit extension
of the services of otolaryngologists, audiologists and speech pathologists
through supervised use of these non-professionals.

(¢) Providing educational experiences for family physicians (general
practitioners, pediatricians, internists) to improve their knowledge of and,
in turn, management of communication disorders. Included in these consid-
erations could be workshops to increase the knowledge of otolaryngologists
about speech and language disorders.

(d) Upgrading the knowledge and capability of hearing aid dealers in
order to better utilize this large group of people in providing services to the
communicatively handicapped.

(e) Conducting continuing intensive public education campaigns to teach
the patient or those responsible for him how to make better use of hearing
and speech service facilities and programs.

Question 5. Your organization is, I believe, engaged in a training program for
providing trained personnel to serve federal employees interested in hearing
conservation and hearing rehabilitation. May we have additional details on the
extent of this program and some discussion of the possibility of applying your
training methods in order to serve other groups?

Answer. Working with the Federal Employee Health Unit and the Neurologi-
cal and Sensory Disease Service Program of the Public Health Service, we
planned and conducted a two-day workshop for physicians and nurses who staff
the health clinics in various federal agency buildings in the Washington area to
better acquaint them with hearing and speech problems. The emphasis was on
hearing loss (and conservation) as a health item of major interest and concern
in business and industry throughout the United States. The agenda included lec-
tures on anatomy and physiology of the ear, the hearing process, hearing loss,
screening for hearing loss and practicum in the use of audiometers for screening
by the nurse or physician. The faculty consisted of an otolaryngologist and an
audiologist/speech pathologist. There was every indication that this type of
program could be beneficial to those involved in the provision of occupational
health services in governmental agencies, business and industry because : noise
within such establishments is one of the greatest causes of hearing loss in adults ;
hearing loss, including deafness, is becoming an important consideration in com-
pensation cases; and development of a good hearing conservation program can
prevent much of this type of hearing loss.

Senator Haxsew. I would like to ask my distinguished colleague, the
Senator from Texas, to introduce the next panelist who, I understand,
1s a very distinguished citizen of his State.
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STATEMENT BY SENATOR YARBOROUGH

Senator YarsoroueH. Yes, and I thank you, Senator.

I appreciate that privilege, and it is a privilege, to introduce a eon-
stituent, Dr. Glorig, of Dallas, Tex., executive director of the Callier
.Center of Dallas, and chairman of the Committee on Hearing Conser-
-vation of the American Academy. o )

He represents so many organizations I am going to let him state the
-names of all of them and his position.

I just heard Mr. Coleman’s conclusion. I am much impressed Mr.
«Coleman, with what you say, that anybody who has anything to do
with health that requires touching the human body should be licensed.

I agree with you out of my experience, not merely on the Commit-
tee for the Aging, but as a member of the Health Committee of the
Senate. I am the ranking majority member next to Senator Lister
Hill, who is chairman, and have either cosponsored or supported all of
this public health, health education, and the various public health
acts of the past 10 years with the different academies, with the in-
creased financin ofy the National Institutes of Health. The whole
.spectrum created, as you know, an institute for the deaf, the first
forward legislation federally for the deaf since the founding of the
.deaf college here more than 100 years ago. My interest in that grew
.out of working in the years I have been in the Senate.

Since I came here one of my early acquaintances was a Mr. Jones, a
friend of mine whose wife is a granddaughter of Alexander Graham
‘Bell. So the minute I reached Washington she started to work on me
to get me interested in the deaf and supporting all the deaf legisla-
tion. She has succeeded. I have been in the home and have been over
to the other places where they have pamphlets and a number of docu-
_ments of Dr. Alexander Graham Bell’s work. :

He, as his father before him, was a teacher of the deaf. Bell invented
the telephone trying to help the deaf understand through sound per-
ception.

I have for 11 years supported deaf legislation. I come here with a
great interest in the subject and I am anxious to get to hear you.

Dr. Glorig, will you proceed, please.

STATEMENT OF ARAM GLORIG, M.D.

Dr. Grorie. Thank you, Senator Yarborough. You are well known
in our State, obviously. I am a newcomer to Texas, I have been there 4
years, but I have learned a lot about you in 4 years.

"~ Well, I think that anything I would say would be almost repeti-
tious with what the other two gentlemen have said. I am particularly
impressed with what Mr. Coleman said. He says he is not qualified to
-1.:a%)k about this subject but in spite of this I think he did a very good
Job.

"~ Ken Johnson and I have been friends and enemies over a period of
.some 20 years and we are still battling the same battles we started back
in 1948 or 1950.

My problem as a physician and as an otolaryngologist and also quali-
fied as an audiologist, of which there are very few in the country, and
in the world, for that matter—as a side remark, there are many more
qualified audiologists in Europe and in the rest of the world than
there are in the United States. I think this is probably by default on

98-912—68——11
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the part of the otolaryngologist who decided his role was a surgical
one and not a medical one; that is to say, nonsurgical. With that void
the shortage has come into being.

I would say the large percentage of otolaryngologists, approxi-
mately 90 percent of them, are glad 1t has come into being because they
have been in their nonmedical professional capacity a tremendous help
to the otologist in his work associated with hearing loss.

The problem of hearing loss is an extremely large one in our country.
I am quite familiar with statistics involving this since I have been
involved with the U.S. Public Health surveys trying to determine
what the population sample consists of. It looks as though—if we
look at the 1966 census—there are about 20 million people over 65 years
of age. If we look at this census in terms of the U.S. Public Health sur-
vey of 1960 and 1962 that about 30 percent of these 20 million people
over 65 are in significant need of some sort of help with respect to
their hearing problems.

This is in excess of the speech problems that exist in a population
of this kind and refers only to those people who have the hearing loss
above a level which would need some sort of assistance, whether it be
amplification or rehabilitation of one kind or another.

Now if we take the remaining 180 million people in our national
population and we look at this population in terms of the U.S. Public
Health survey, about 4 percent of the remainder need this kind of help
also. .

Then if we look at children around school age, I understand this
probably would be closer to 5 or 6 percent. If you add all people to-
gether into one huge sum, you are beginning to get a little bit of a
glimpse of what the problem ahead of us is.

Then we look on the other side, those people who are prepared to
look after the many millions of people that need this help. There are
approximately 3,500 certified otolaryngologists. That is what I am,
and this comes from the membership roster of the American Academy
of Ophthalmology and Otolaryngology.

Now when you look at the roster that is furnished by the American
Speech and Hearing Association with respect to the number of audi-
ologists, and the number of speech pathologists, and count them, as I
did not long ago, in the 1968 register they come to approximately 1,000
certified audiologists.

I think this may be where Nanette Fabray got the number of a
thousand. :

Now when you ask the National Hearing Aid Society how many

_dealers there are in the country, it rounds out to about 5,000 dealers
. who are considered to be contributing in a significant way to the prob-

lem of selling hearing aids. If you go to the membership of the Na-
tional Hearing Aid Society there are about 2,400 to 2,500 members,
so the society represents about half the dealers.

Now, if you look at these relatively few professional and non-
professional and commercial people you begin to realize that we can-
not possibly do this job without at least the whole team that is repre-
sented by these three groups. That has been one of my interests for
many years, trying to get the three groups—the audiologists, the
otologists, and the hearing aid people—to define some sort of rules
and then work together to do the job which is necessary.
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To that end about 5 years ago we organized what we called the
five-man committee. This five-man committee consisted of a represen-
tation from each of the five organizations. The medical organization,
the nonmedical professional organization, the American Speech &
Hearing Association, and the other nonmedical professional organiza-
tion, the National Association of Speech & Hearing Agencies, or Hear-
ing & Speech Agencies more correctly, and then the dealer organiza-
tion and the manufacturers’ organization.

I have attempted to bring these five groups together to sit around
the same table so that we could discuss our various problems.

The name has since been changed at the suggestion of Mr. Johnson
since the five-man committee was not very dignified, according to his
statement, at least the named five men were not very dignified. We have
a new name, the Intersociety Committee on Hearing Conservation.
This is the broad field of what we are talking about.

This does give the committee a little more status, I suppose. Since
it is seeking status at this present time I suppose we should go by that
name. We have hLad several meetings and they have not all been too
smooth at times. I think, as I said, Ken Johnson is a better golfer than
I'am but I think I am as good an arguer as he is.

Mober. Licensine BIni ADVANCED

One of the things that has come out of the committee has been a
model licensing bill. Well, this model licensing bill is not accepted
by everyone as yet. The medical profession through the academy has
reviewed it and said as far as they can see it is acceptable as a guide
to people who want to set up licensing bills in the State.

The hearing aid dealer organization and the manufacturers’ orga-
nization have accepted the bill. At the present time it is under con-
sideration by both the other organizations; whéther or not it will
be accepted remains to be seen. At any rate, we are headed in the
direction of trying to get some cooperation.

The hearing aid dealer has been catching hell in this meeting and-
in other meetings I have attended. If you go back into the history of
the medical man—and he is considered to be a fairly honorable man
at the present time—but if you look at the medical problems, what I
call growing pains, in the late 1800%s and early 1900’s you will find
that we had a lot of the same problems. We had chicanery and char-
latanism and bad advertising and goodness knows what. This is the
same process the hearing aid dealers are going- through. I will not
mention the otolaryngologists; they have some similar problems al-
though they have not been advertised quite as much.. The doctor of
medicine cannot because of his particular professional feelings sell
the hearing aid. The audiologist cannot because it is not ethical for
him to do so according to his professional society.

So I ask the question, Who in the world is going to give the man the
hearing aid unless we have a hearing aid dealer? It appears to me that_
the problem is not to get rid of him or legislate him out of business
but to raise his level so he can fill his capacity in a better way.

Now, many of them are filling their capacity very well, but there
are also those that are not. ' o I :

I think the way the hearing aid society is directing itself at the
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present it won’t be too many years before we have a body of what I
call good, competent, supportive kind of people with respect to serv-
icing the impaired-hearing individual.

It would be nice if all hearing-impaired people could be seen by
the otolaryngologist because there may be things wrong with the pa-
tient that can be correctly diagnosed and maybe save his life, even,
but when you look at the total problem there are not very many of
these kinds of people, really. Even if it were good and if legislated
that it should be done it would be impossible to accomplish. Some
3,500 otolaryngologists cannot possibly see every one of these people
to do the kind of job that we think should be done. The California
Medical Association said it would not support a bill that says that a
doctor must see all patients because they know it is impossible to do so.
Inany case, we can’t make a patient go to a doctor if he doesn’t want to.

EvarvarioNn oF “Torar Prrson” NEEDED

Now the other thing is going to an audiologist. I feel as the audiol-
ogists do, that there are certain kinds of cases that should go to an
audiological center where they can get the proper kind of evaluation.
In my opinion the poorest link in the chain at the present time is
the evaluation of these people in the terms of the total person. I have
made that statement many times that I think audiologists should be
evaluating people, not hearing aids or instruments.

Mr. Ortor. May I ask whether you think this could be part of a
multiphasic health strengthening operation ?

Dr. Grorig. I am familiar with that since I entered into one with
the Public Health men here a long time ago. I think that this is what
would be better called comprehensive health care. '

Mr. OrrioL. Or identify.

Dr. Groric. Identification is really the secret to this whole thing.
The story you get from most people when you start talking about
identification is, “what is the use of identifying them if we cannot take
care of them.” My answer to that has been, and will be until I am 6
feet under the ground, “unless you create a demand you won’t get a
solution.” So identification will create the demand and we will take
care of it somehow as we create the demand. I believe these identifica-
tion programs should be strengthened in every respect. The school
programs, for example, have served in reducing hearing loss among
schoolchildren because the loss has been found early when something
can be done about it—if not corrected, at least rehabilitated.

Well, I think we should look at training programs more closely.
Not only the quality of the training that goes into the program but
also what happens to these people after they get all this training,
particularly Government-supported training programs.

If it were looked at closely, I am sure that by marriage or by some-
thing else a lot of these people who receive Government money give
the field absolutely no assistance. I don’t know how many there are
but I would say according to my experience it is a significant number.

I made the statement in my testimony ‘“there is greater need for
more Indians and fewer chiefs.” We have got to have people that are
willing to sit down and do work rather than direct other people.

More properly oriented, well-directed research is essential-—par-
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ticularly more clinical applied research—which is one of the things
that NITH does not support, they support basic research. Who in the
world is going to support the application of this research which I think
we call clinical research ¢

I don’t think I need to say any more except that the burden of my
testimony that is written here is to get better service to the person out
there who is begging for something to be done.

Thank you, gentlemen.

Senator CETRCH. Thank you very much, Doctor. I am sorry that I
was called away, and was unable to have the benefit of the testimony
you gentlemen have given. Of course I will have a chance to read it
1 the record.

(The prepared statement of Dr. Glorig follows:)

PREPARED STATEMENT OF ARAM GLORIG, M.D.

The extent of hearing loss in any group must be expressed in terms of certain
criteria. The usual way depends upon ability to hear and understand everyday
speech, which is undoubtedly the most common factor for any population sample.
Around the use of this concept, the American Academy of Ophthalmology and
Otolaryngology and the American Medical Association have proposed and
accepted for general use a means of transposing pure tone hearing tests (audio-
grams) to hearing for speech. The formula states that the average hearing level
of the three frequencies—500, 1000 and 2000 Hz (cycles per second), (C;, C: and
Gs on the piano), can be used to predict hearing loss for everyday speech. Long
usage has shown this to be true,

‘When population groups are analyzed for hearing loss, the statistics are
based on this three-frequency average. The formula further states that impair-
ment of hearing for every-day speech does not begin until the average of these
frequencies exceeds 25 dB.

On the basis of these criteria, we can look at various population samples in
terms of need of assistance for hearing impairment.

It is generally recognized that significant impairment is not apparent until
the impairment level reaches about 40 or 45 dB. A glance at Tables I, IT, and III
gives some approximations based on population studies made by the USPHS
and the Research Division of the Callier Hearing and Speech Center. Table III
gives a fair idea of the numbers of people who show hearing impairment as a
result of noise exposure, primarily industrial. Table II indicates that at least
30% of people between 65 and 80 definitely need help. There are approximately
20,000,000 persons in the United States who are 65 or over. If 30% of these people
need help of one magnitude or another, the potential number of older Americans
who need services oriented toward better hearing is conservatively 6,000,000.
When 4% of the remaining 180 million persons under 65 are added to this, it is
rather apparent that the 3500 otolaryngologists, the 1000 audiologists, and the
5000 hearing aid dealers, plus approximately 500 centers equipped to handle
impaired hearing persons have an impossible task, even if everyone cooperates
well.

‘During my 20 odd years of experience in otoaudiology, it has been quite evi-
dent that a team approach to the problem is essential. It is obvious that it would
be to the best interest of the patient to be seen by an M.D. (preferably an oto-
laryngologist) prior to any attempts at wearing a hearing aid. It is also just
a3 obvious that there are not enough specialists to do this for everyone. There-
fore, some sort of criteria should be evolved to act as a guide to the initial exam-
iner, whether he be a medical man in general practice, an audiologist who op-
erates where there is no otolaryngologist or M.D. available, or a hearing aid
dealer.

In an attempt to bring the principal groups together (American Academy of
Ophthalmology and Otolaryngology, American Speech and Hearing Association,
National Association of Hearing and Speech Agencies, National Hearing Aid

‘ Society (Dealers’ Group), and the Hearing Aid Industry Conference (Manu-
| facturers’ Group)), I proposed a so-called “Five-Man Committee.” We met
several times, and the name was changed to the “Intersociety Committee on
Hearing Conservation.”” The purpose of this group is to provide an opportunity
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for unofficial talks, where each society can unofficially express it opinions and
criticisms through an appointed representative.

The first definitive task handled by the Committee was the problem of hearing
aid dealer licensing. After two or three years discussion (during which time
several states passed licensing legislation), a so-called model bill was prepared
and approved by the medical society, the hearing aid dealers and the manufac-
turers. The non-medical professional organizations have not, as yet, accepted the
éllllodl;el lbill for various reasons, which are not strictly related to the provisions of

e bill.

In my opinion, we cannot possibly resolve the situation confronting us with
respect to the “older American” without the complete cooperation of all groups
and the recognition of the special knowledge possessed by each group. The hear-
ing aid dealer has been subjected to much criticism during the past. He has
been called many uncomplimentary names; but, if one looks at the history of
medicine, the men trained in the last century, and even the early part of this
century, were guilty of “growing pains,” that were much more serious. In spite
of the present attitude many of the so-called professionals have for the dealers,
they are essential to the job ahead of us. For example, the doctor cannot and,
furthermore, does not want to handle hearing aids, the non-medical professional,
although he feels he is trained to do a better job of “fitting” hearing aids, can-
not sell hearing aids since it is against the ethies of his professional society.
This leaves the hearing aid dealer as the only one who can deliver the aid to
the patient. Obviously, this cannot be done without some knowledge. It is our
duty ‘to see that this important member of the team be assisted to accomplish
his role as a rightful member of the team. He is not the only offender in this
very complex situation. The non-medical professional is by no means less guilty
of ignorance of his own place in the overall scheme. For example, audiologists
are fairly evenly divided on the matter of hearing 2id fitting techniques. There
is serious talk of equipment to evaluate the patient’s performance with ampli-
fication without using a hearing aid. Many audiologists use hearing aids as test
instruments at present. These instruments are furnished by the hearing aid
industry. In fact, the hearing aid industry keeps over a million dollars in aids
atithe disposal of many of the audiology centers.

With present methods in use, it would be next to impossible for audiology
centers to operate if the hearing aid industry refused to cooperate in this man-
ner. In my opinion, trained audiologists should be evaluating people—not hear-
ing aids. When the medical and non-medical professionals are willing to accept
the hearing aid dealer as a member of the team and work toward raising his
level of knowledge, adequate to his duties, much better service could be offered
the hearing impaired individuals, since there is not, and probably never will
be, enough well-trained professionals to do the job. Criteria can be evolved that
will assure top professional evaluation for the cases that experience has shown
need advanced training and counselling.

There are several ways government policy or programs could be influenced :

1. Private Facilities

Since the care of the “older American” with a communications handicap
(this includes speech problems, as well as hearing problems) is highly specialized
and needs particularly good evaluation service, it is imperative that plans be
made for government agencies to make intensive use of good professional, pri-
vate centers. It is particularly difficult for the “older, impoverished American”
to obtain proper services in this field. Most centers operate on a deficit budget
and depend on fee scales to augment the budget. Provision should be made
through Medicare or whatever program best suits the case, for the support
(through fees) of the “older American.” Actually, although much of the care
entails non-surgical and non-medicinal therapy, the rehabilitative nee(_ls of the
patient are medical in nature and should be supported through me;dlca} care
programs. This care should also provide for prostheses (hearing aids in this
case) where mecessary.

Although I was head of the Army and V.A. program for seven years anq. am
familiar with both of these programs, I am convinced that the task of servicing
the “older American” cannot be fully and properly accomplished without the
use of private facilities.

2. Training

Government programs should loock more carefully at the need f<_>r trained
personnel or at least at methods to make better use of presently available per-
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sonnel. The matter of so-called supportive personnel should be carefully con-
sidered before expensive training programs are organized.

The training grants program should be carefully examined to determine the
eventual effects. At present, no one really knows how many government supported
trainees work in this field and how long. Arrangements should be made to trade
service for training similar to the military programs. Numbers of trainees accept
public support and never enter the field because of marriage or a change of mind.
The training centers should be closely examined. There are many programs
of poor quality. Frequently, these programs eke out a mere existence on train-
ing or planning grant money. Criteria for training programs should be evolved
on a national basis if public support is to be involved.

3. Research

There is a dearth of good, well-directed basic and clinical research in the
communications disease field. Government agencies should evolve a system of
research support which is directed more toward application. What good is
basic research if the findings are not put to use to improve the health of the
people? More support should be directed toward clinical research. Certain centers
should be examined and commissioned to examine certain aspects of clinical
research. These centers should be carefully examined and given continuous,
bard support on an annual, not a project, basis. The institution should be made
responsible for the end results, not the principal investigator. Principal investi-
gators move from center to center too often and research continuity is badly
broken up. If an institution has proven it can maintain a good staff and do
responsible work, I believe it should be supported and given certain appropriate
problems to investigate.

In Summary

The problem of the “older American” and his communication difficulties is a
large one. We must make use of all groups who have a working interest if the
problem is to be solved. There is need to investigate methods to make better
use of all existing facilities, private and/or government.

Training programs should be more closely examined as to quality and dis-
position of trainees. There is a great need for more Indians and fewer Chiefs.

More, properly oriented and well-directed, research is essential. More clinical
research is a must.

Thank you for the privilege of appearing before this important committee.

Tasie I.—Over 25 dB (ISO)

Percent : Age
1 1824
30 65-74
50 - 75-79
TapLe TL—Over 45 dB (IRO)
Percent: ! - Age
1 18-24
10 65-74

20 ‘ 75-79
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TABLE }11.—RELATION BETWEEN EQUIVALENT CONTINUOUS SOUND LEVEL !N 0 TO 45 YEARS AND RISK; PERCENT-"
AGE OF PEOPLE WITH IMPAIRED HEARING IN A NOISE-EXPOSED GROUP

{Age = 18 years - years of exposure]

Equivalent Years of exposure
continuous )
sound level 0 5 10 15 20 25 30 35 40 45
db(A)

< 80 Risk, percent_ . .. eiicccacoas 000 0 0 0 O0 00 O
Total percentage with impaired hearing. .1 2 3 5 10 14 21 33 50

85 Risk, percent_ .. ______.___.____.._. .0 1 3 5 6 7 8 10
Total percentage with impaired hearing. .1 3 6 913 17 22 30 43 57
90 Risk, percent. ... . ._oo....... .0 410 14 16 16 18 20 21 15
Total percentage with impaired hearing. .1 6 13 18 22 26 32 41 65
95 Risk, percent___._ .. _.._.._....... 0 7 17 24 28 29 31 32 29 23
Total percentage with impaired hearing 1 9 20 28 34 39 45 53 62 73
100 Risk, percent___. 0 12 29 37 42 43 4 4 41 33
Total percentage 1 14 32 42 48 53 58 65 74 83
105 Risk, percent 0 18 42 53 58 60 62 61 54 4l
Total percentage with impaired hearing. 1 20 45 57 64 70 76 82 87 91
110 Risk, percent_________.__.______.. ... . 0 26 5 71 78 78 77 72 62 45
Total percentage with impaired hearing. .1 28 75 84 88 91 93 85 95
115 Risk, percent. . ... ..o . 0 36 71 83 87 84 81 75 64 47
Total percentage with impaired hearing_ ... .ceooeeann 1 38 74 87 93 94 95 96 97 97

Note: Percentage of people with impaired hearing in a non-noise-exposed group is equal to percentage in a group’
exposed to continuous sound levels below 80 db(A).

Senator CaurcH. Since I have been called out I think I should defer’
any questions to Senator Hansen.

‘Senator, do you have any questions at this time of the panel? Since’
I have been away I thought perhaps you better handle the questions.

Senator Hansen. Thank you very much, Mr. Chairman.

I might observe that Senator Yarborough came in and did intro-
duce the last very distinguished panelist.

Would it be your recommendation, Mr. Johnson, that a medical
certificate should be prerequisite to the selling of a hearing aid ?

Mr. Jorwson. The suggestion was that as far as children are con-
cerned that one of two situations should prevail. One, as a minimum,
that there be a requirement in State laws that parents be advised by,
the dealers prior to the sale of a hearing aid that a medical and
audiological examination should be conducted. Second, and the more’
desirable but perhaps least possible of my two suggestions for pro-
tecting the interests of children, a medical certificate might be re-
quired prior to the sale of a hearing aid indicating that there is no'
medical condition which precludes the use of a hearing aid or which:
should be cleared up before a hearing aid is sold.

Senator Hansex. Would you comment on that, Doctor ?

Dr. Groric. This has been one of my recommendations for many.
years, that anyone under 10 years of age should have the benefit of
medical and audiological examination by the profession represented-
by Dr. Johnson. I think I could carry this one step further and go to’
some of the older people like over 70, maybe, a round number of 70
should also have the similar kind of examination before getting a hear-
ing aid because there are many problems associated with the older
citizen with respect to wearing amplification that do not occur so much
in the lower age groups. These criteria can be set up. I have suggested
them for several years to some of the States that are looking at these
problems with respect to the State beneficiary whether title 18, 19, or
whatever, that certain cases could be recognized approximately from
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an audiogram, that when the audiogram looks like this they ought
to be sent to professionals.

Senator HanseN. This morning earlier we heard testimony to the
effect that the results of Government testing, particularly some agen-
cies of the Government, should be made available to the public. Would
you comment on that testimony #

Dr. Groric. Well, I don’t want to get in the middle of an argument
between someone who wants information that the Government does
not want to give them but I can say that I was in on the start of the
Veterans’ Administration method of doing this. It has grown to some-
thing which is pretty good now but I don’t think that some of the
technical information that we get from the National Bureau of Stand-
ards would really be of too much value as far as the public is
concerned.

Senator HanseN. You are saying it is too technical for the average
layman?

Dr. Groric. Yes. And as far as the wearing of a hearing aid at the
present time, I am not sure it would be too significant. It might be
good for setting up specifications with respect to battery drain and
these kinds of things but with respect to what this does when you put
it in an ear I am not so sure it is applicable.

Senator Hansen. Thank you, Mr. Chairman.

Senator Caurca. Thank you very much, Senator.

Are you saying, Doctor, that the state of the art is such that there
is a great deal more to be ascertained before we would have fully
reliable criteria for the public? :

Dr. Groric. Let’s put it this way: We are a long way from fitting
glasses, as far as hearing aids are concerned. At the present time 1t
1s more or less a trial and error method.

Senator CHURCH. Is this a matter, Doctor, that really in the final
analysis comes down to the actual use of the device itself and only
the wearer himself finally is able to determine whether it is working
for him or not? ' :

Dr. Grorie. I think this becomes more understandable when you
Jook at it this way. You have a person here who has been losing
hearing over a period of years. Now he has ended up with a hearing
Joss which is deficient in information with respect to intensity as well
:as with respect to pitch, so that he is not able now to relate the fre-
.quencies that are important from the standpoint of understanding the
spoken word.

If you now look at what he has done by way of compensation all
these years, he now ends up with something that is entirely different.
than he started with.

Now what you are doing is introducing an instrument which is
meant to get him back to where he was 15 or 20 years ago. He has
to relearn to hear over again and it is a similar kind of a process that
he has been going all these years except that it does not take that long
with assistance by people like Dr. Johnson’s people. It is nice to say
training is good and it is essential. I know it is because we set it up
in the Army and V'A but it is one hell of a job to get people to come
in for this training ; they just will not sit still for it.

“We try to set up lipreading classes and auditory classes. I am run-
ning one of the largest centers in the country and we have very little
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success in getting people to come for training. First, it is costly. Sec-
ond, they have to come when you are open. Even though you set up
night classes they don’t take an interest in it. So it is not an easy prob-
lt;m to get training to these people. They have to learn it over a period
of time.

Senator CrUrcH. Senator Yarborough, I am flattered that you are
here today. I wonder if you have any questions?

Senator YarsBoroucH. Thank you, Senator Church.

No, I have no questions but in the interest of time, Dr. Glorig has
only stated a fraction of this very fine paper he has prepared and I
am asking leave at this point to print his entire paper in the record,
together with these tables that are explained in it—the loss of 'hearin%,
the percentage of people of different ages, percentage of loss, the dif-
ferent levels, and also his life record which he is too modest to
mention. »

Dr. Grorie. That is only because I am a little older than the rest of
them, that is all.

Senator YarsoroucH. Four pages. It would be the envy of anyone
to have accomplished all of these things. I congratulate you. We are
glad you moved to my State of Texas 4 years ago and we hope that you
stay there and continue to give us the benefit of your expertise, and
the wisdom that comes from these tremendous accomplishments, the
universities you attended and the positions you held.

Dr. Grorte. Don’t be too nice. I may be calling on you.

Senator Hansen. Mr. Chairman, if the Senator will yield.

I might observe that just prior to your joining us this morning,
Senator Yarborough, I had asked without objection that the prepared
statements of each of our three panelists be included in the record in
their entirety. I appreciate your further interest. I assure you, Senator
Yarborough, I share your high regard for these gentlemen who are
with us this morning.

Senator YarsoroucH. I have been perusing these statements and I
am impressed with Dr. Johnson’s statement that of the 4 million deaf
and hard-of-hearing people an extremely small percentage sought the
assistance of a physician or an audiologists before they went to the
hearing aid dealer, 60 percent went directly to the hearing aid dealer.

Dr. Groric. Senator, may I ameliorate that by saying many of these
people have seen a physician in the past year and a half and have been
told that nothing can be done for them in the way of medical treament.

Senator YarsoroucH. So they do go ahead, then, without further
medical assistance.

Thank you very much. I have no further questions,

(The chairman in a letter written shortly after the hearing, ad-
dressed the following questions to the witness :)

1. You suggested that anyone over 70 years of age should be required—I be-
lieve—to have the benefit of medical and audiological examination before the
purchase of a hearing aid could be made. I believe you would require State
certification that such an examination had been made. Is your recommendation
limited only to beneficiaries of Federal or State income assistance programs, or
would you apply it to all persons past a certain age?

2. Your prepared statement gave several recommendations of great interest to
the subcommittee. I have a few questions about them : :

a. You stress the need for “government agencies to make intensive use of good

professicnal, private centers” in order to serve older individuals with hearing
loss. You mention that Medicare or some other program could provide support
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in such cases. I would welcome additional commentary from you on this point.
b. You are critical of training “programs of poor quality.” What deficiencies
do you now find, aside from those you have mentioned? How would you develop
“criteria for training programs ... on a national basis,” as suggested in your
statement?
¢. I am concerned about your comments about “the dearth of good, well-directed
basic and clinical research in the communications disease field”. May we have
additional discussion on this point and more information about your recommen-
dation that “certain centers should be examined and commissioned to examine
certain aspeects of clinical research?” . .
3. You gave a good account of the progress made thus far by the Intersociety
Committee on Hearing Conservation. We will welcome word—at any time—on
new developments. )
P.S.: Several witnesses referred to the likelihood of additional hearing im-
pairment in future years because of the exposure of younger people today to
rising noise levels. What is your view of the current situation and the likeli-
hood of increasing hearing loss? .

(The following reply was received :)

Answer 1. I suggested that where state beneficiaries were concerned, in order
to be certain tax money was correctly spent, the youngsters (under 10) and old-
sters (over 70) be properly evaluated oto-audiologically prior to purchase of an
aid. As a believer in private enterprise, I cannot insist that everyone see a doctor
prior to buying an aid. This must be done by educating the public as to what the
best way is: but the choice must remain the individual’s. I believe what is good
for the beneficiaries is also good for the public. But, can we insist with the
public?

Answer 2. (a) Medical programs such as Medicare and Medicaid, ete., could do
much good for eligible persons with communicative diseases by making it possi-
ble, in fact insisting, that such persons be sent to recognized centers for proper
evaluation and therapy. Support could be in the form of fees to the existing
private centers. Most practitioners of medicine are not prepared to make correct
decisions in these cases. I believe support of this kind could go far to properly
care for these people, and, as well, assist the centers which, for the most part,
are non-profit and on deficit financing budgets supported by the community. The
failure to benefit these cases is usually because of inexpert evaluation and follow-
up therapy. There are 500 or more such centers throughout the country that can
supply moderate to excellent service. At present, these centers are hampered
because of provisions that make it difficult to enter into direct relations with the
patients, naturally by way of the medical profession. However, the medieal pro-
fession must be instructed to make use of these centers and not trust their own,
frequently faulty, judgment. . ]

(b) The majority of training programs in this field are devoid of medical
orientation or association. Traditionally speech and hearing training programs
have come down through speech (drama, elocution, debate) departments that
really have little or no relation to communication disorders, such as what the
fleld is confronted with. Medically oriented and cooperative programs bave
begun to appear only recently. Most university programs have no access to
medical diagnosis and/or therapy. They are coupled with so called speech and
hearing therapy programs where poorly trained and supervised students con-
duct the therapy sessions. The so called clinics are conducted under the guise
of training programs, but are actually organized to produce an income for the
department.

It is from these sort of programs that we obtain the majority of our special
education teachers in the public school systems. Now I know that the need for
such personnel is great and that this need is being met very much second best
by these poorly trained persons. My suggestion to better this situation is that
public school systems seek consulting relations with centers such as ours where
good supervision can be provided and essential advanced evaluation and therapy
are available, There are too few well-trained individuals whose ability could be
spread to provide more people with better treatment in this manner. Supportive
personnel are essential, but they must have professional supervision.

Much of the support for training programs comes from Federal and State
programs. I believe these monies could be spent more wisely if they were given
to training centers that have demonstrated ability to turn out good students.
New programs should be started, but the whole center should be more closely



166

serutinized. Thousands of dollars are wasted on poor programs, such as I have
described above. Perhaps a national committee of consultants, consisting of
otologists, speech pathologists, and audiologists, as well as educators, could
be formed to review requests for training funds. Perhaps regional subcommit-
tees could assist. These committees should be able to visit the schools and
centers to determine the situation first hand. I do not mean to deny any worthy
institution, but I believe regional consortiums could be formed to great advantage.

(¢) I believe many, many research programs are being supported with little
or no regard to eventual application. In my opinion, public health supported
programs should be directed to just that—the pubdlic’s health.

1 am not against research for research sake, nor am I against research whose
application may be in the distant future. I am against the practice of allowing
most investigators to spend all of their efforts on ideas of their own with little
or no coordination with the public need. Researchers should be required to in-
vestigate particularly urgent problems, becoming acquainted with the needs of
the public health program through cooperation with local and federal public
health departments. It is time some attention was paid to getting service to the
people. This means clinical research, which (in this field) is usually left fo the
clinically oriented@ workers whose knowledge of research leaves much to be
desired.

There are certain centers that are well equipped to do basic research. These
should be supported to the fullest extent.

Presently, research is done on a project basis by principal investigators who
cannot plan well-rounded programs because the support is limited to a yearly
period. Support is obtained on a which came first “the chicken or the egg” basis.
Personnel cannot be hired until the money is available; the money is not avail-
able unless one has the personnel. It is difficult to hire good personnel because
of the insecurity of government funding. Why not pick certain centers whose staff
and facilities are adequate to conduct a total program on certain aspects of the
problem? Why not program support as well as project support?

There are many good non-profit organizations that find it very difficult to get a
sufficiently high enough priority to win an approval of grant requests. Yet, state
supported university research, frequently of lesser quality, seems to get most
of the money.

" Perhaps I have said enough. Please believe I will be glad to assist at any
time.

Answer to P.S.: Hearing loss is increasing, but I believe most of the increase
is due to noise exposure. We are a highly mechanized nation, and the human
ear is being exposed to much too much noise, particularly in our industries.
I have been interested in industrial hearing conservation programs for imany
years; and as a matter of fact, am still very active in promoting this activity.
Unless we insist on this type of safety program, we will produce many, many
more impaired hearing persons, particularly the older groups.

Senator Caurca. Mr. Miller has a question.

Mr. Mrier. I have two quick questions for you, Mr. Johnson. You
have suggested that a national Government purchasing of hearing
aids for people on medicaid or other Government supported programs
would cut costs. Can you give us the costs for the Veterans’ Admin-
istration under its program including all the related overhead for
each hearing aid provided ?

Mr. Jounson. No, I can’t provide that information. You have added
some additional figures there including overhead, and so on. I believe,
however, the average purchase cost is substantially under $150 but 1
think perhaps a request to the Veterans’ Administration would get
you that information.

Mr. Mirier. I suggest this might be an appropriate inquiry to make
of the Veterans’ Administration.

Senator CHURCH. Yes.

Mr. Mirer. My other question, I am still not clear on this number
of audiologists.

Mr. Jounson. I figured you would be back.
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Mr. MiLer. I am interested in the number available for daily duty
in the matter of testing hearing, and fitting hearing aids.

Can you provide now, or at a later time for the record, an inventory
of the audiologists currently in the country, and the nature of their
work, their present work, and where and how such services are pro-
vided geographically?

Mr. Jounson. Yes, I could provide a written statement for you.
I think part of our difficulty here comes from the fact that the count-
ing which you gentlemen did was an accurate count. It is a matter
of how one defines what an audiologist is. There is a particular list
published in the 1968 Directory of the American Speech and Hearing
Association which includes approximately, we will say, a thousand
or 1,200 names but there is an additional list published in that same
directory of individuals that can properly be classified as audiologists
which approximates that same number.

By 19?0 I think the estimate is still reasonable that we could expect
perhaps 2,000 of these people be available. It is very true that a num-
ber of them I included are in administrative services so you are
entirely accurate there. Many of them are also directors of programs
and thus provide only partial services during the day.

I think that we are not too far off in the number of audiologists
available to provide clinical services as of 1970.

Mr. Mmier. If you would provide that for the record.

(The following letter was received for the record:)

AMERICAN SPEECH AND HEARING ASSOCIATION,
Washington, D.C., July 25, 1968.

Dear MR. MILLER : Because of your pleasant persistent questioning concerning
the supply of audiologists by 1970 during the subcommittee hearings on July
19, I have rechecked my estimate carefully. By 1970 our best estimate is that
there will be about 2150 certified audiologists—the vast majority of whom will
be providing clincial services during a part or all of each working day.

This figure of 2150 is arrived at by adding the following groups: 1) Present
members holding the Certificate of Clinical Competence in Audiology (873) ; 2)
Present members holding the Basic Certificate in Hearing (854); 3) Present
members whose applications are being processed under current standards (140) ;
4) Present members who will take the Special 1969 Examination (239); and-5)
An estimated 150 individuals who will join the Association between now and 1970
who will have qualifications in the area of audiology. While the descriptive
phrases used above may not be meaningful in themselves to you, they all describe
groups of individuals whom we have sound reason to believe will hold the Cer-
tificate in Audiology by 1970.

The other, individuals testifying before the subcommittee apparently were
misled by their count of only category No. 1, i.e. present members holding the
Certificate in Audiology. The 1968 Directory of the American Speech and Hearing
Association includes a list of these individuals but, likewise, includes a list of
those in category No. 2, i.e., present members holding the Basic Certificate in
Hearing.

In discussing the errors in the testimony, it may be helpful to point out that
all of us, I included, grossly underestimated the number of individuals, as of
1970, who will be qualified to provide ‘“‘audiological” services. At the time of
the hearing all of us spoke in terms of the number of certified audiologists, as
though these were the only individuals to provide ‘“‘audiological” services. Most of
the 8000 individuals, as of 1970, who will hold Certificates of Clinical Competence
in Speech Pathology are quite able to help hearing handicapped persons in most
of the rehabilitative services they require. Most speech pathologists are able to
provide auditory training, speech conservation and necessary counselling and
orientation to the hearing handicapped. Many may also be able to provide lipread-
ing instruction.

During the hearing I indicated there were about 800 speech and hearing
service centers in the United States. The 4000 persons employed in these centers
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obviously are not all certified audiologists. Most of them are speech pathologists,
many of whom are providing ‘“audiological” services for which they are quite
qualified. Diagnostic audiological examinations and hearing aid evaluation
services probably would not be provided by a speech pathologist. These services
should be provided only by a certified audiologist.

The supply of professional personnel in service centers who serve the hearing
handicapped is, as you see, substantially larger than the data presented at the
hearing would indicate. To complete the manpower picture there is another al-
ready significant and still growing group providing audiological services in these
8§00 centers. This is the group of new Masters degree holders who are required to
obtain a year of supervised experience prior to taking their National Examination
in Speech Pathology or Audiology. As in other professional fields, these interns
provide a significant amount of service.

Thank you for the opportunity to assist the subcommittee in its important
efforts to help the hearing handicapped elderly citizen. If I may be of further
value please let me know.

Yours very truly,
Kexnerge O. JoENsonN, Ph. D,
Executive Secretary.

Senator CuurcH. I believe that is all the questions, gentlemen.
Thank you very much. o )

QOur next witness is Commissioner Hunt, the Commissioner of the
Rehabilitation Services Administration. )

Commissioner, you have been very patient this morning. I want to
put you on so there will be no need for you to return this afternoon.

STATEMENT OF JOSEPH HUNT, COMMISSIONER, REHABILITATION
SERVICES ADMINISTRATION, SOCIAL AND REHABILITATION
SERVICE; ACCOMPANIED BY DR. L. DENO REED, ACTING CHIEF
O0F THE REHABILITATION RESEARCH BRANCH, OFFICE OF
RESEARCH, DEMONSTRATION, AND TRAINING, SOCIAL AND
REHABILITATION SERVICE, DEPARTMENT OF HEALTH, EDUCA-
TION, AND WELFARE

Mr. Huxt. Thank you, Senator.

Senator CaurcH. 1 might mention it is at the suggestion of Senator
Dirksen that the Social and Rehabilitation Service was contacted,
though the committee was going to do it in any case, but he felt that
you would have a very special contribution to make.

Mr. Hu~t. Thank you, Senator.
~ Iam very pleased to appear here this morning in order to share with
you our thinking relative to the pervasive health and adjustment, prob-
lems stemming from hearing impairment. As you well know, Miss Mary
Switzer, Administrator of the Social and Rehabilitation Service, has
for many years had a deep and abiding interest in helping the deaf
and the hard of hearing to achieve at levels that reflect their true
abilities.

Many exciting and effective advances in the capacity of the commu-
nity and the individual to reduce together the isolation and cultural
and economic impoverishment that accompany hearing loss are due to
Miss Switzer’s commitment and persistence.

With me today is Dr. L. Deno Reed, Acting Chief of the Rehabilita-
tion Research Branch in the Office of Research, Demonstration and
Training, Social and Rehabilitation Service.

Although the responsibilities of the Social and Rehabilitation Serv-
ice and the Rehabilitation Services Administration are not limited to
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older persons, we are acutely aware that hearing impairment has a
definite relationship to the aging process. We know that many young
persons successfully rehabilitated today from the handicapping aspects
of another physical or mental impairment may very well eventually re-
turn to their State vocational rehabilitation agencies for a new pattern
of vocational rehabilitation services relating to a newly developed hear-
ing loss that comes with advancing years.

While experience is yet too limited to estimate the frequency of this
particular aspect of a very large problem, we do know that it will be
considerable as the growing impact of environmental noise affects
man’s ears.

I turn now to the questions toward which our testimony is directed.
May I say initially that the Social and Rehabilitation Service and the
Rehabilitation Services Administration stand ready at any time to
give this committee all possible help in its important mission.

ExtenTt oF Hrarine Loss AMoxne OLDER AMERICANS

We are speaking of a disability—hearing impairment—which af-
fects millions in our society, from the very young to our senior citi-
zens.

The National Center for Health Statistics, of the U.S. Health Serv-
ice, conducted a national health survey on the characteristics of per-
sons with impaired hearing in the United States from July 1962 to
June 1963. The information in this report was obtained through a na-
tionwide household interview survey in a representative sample of the
U.S. population. The sample included about 42,000 households con-
taining 134,000 persons. :

Significant findings from this report include a dramatic associa-
tion between hearing loss and age.

It was estimated from the interviews that approximately 8 mil-
lion persons have some hearing loss in one or both ears. A pproximately
4,085,000 persons were estimated to have some loss of hearing in both
ears. The association of hearing loss and aging from the data in this
report appears to verify observations and experience I think we have
all had over the years.

It reveals that for all persons with binaural hearing loss, there is
an increase from 3.5 persons per 1,000 population under 17 years of
age, to 132 per 1,000 persons 65 years of age and over.

It brings out further that approximately 80 percent of the persons
with hearing loss in both ears were 45 years of age or older and 55

ercent were 65 years of age or older. To further compound the prob-
ems of these 4,085,000 persons with binaural hearing loss, it was esti-
mated that 5.4 percent (222,000) also had severe visual impairment.

AvarrapiniTY oF HEARING A0S AND NEEDED SERVICES

The State-Federal program of vocational rehabilitation in the fiscal
year ending June 30, 1967, rehabilitated a total of 173,594 persons with
a variety of disabilities. Of this number, 4,923 were deaf persons, and
approximately 29 percent, or 1,428 of them, were 45 years of age or
older. Another 5,440 individuals were hard of hearing and about 44
percent, or 2,394 of them were 45 years of age or older.
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Of these 10,363 persons afflicted with deafness or other hearing im-
pairments, all returned to employment as a result of the services pro-
vided them through their State vocational rehabilitation agencies.
These services are'made available to physically and mentally disabled
people under the public program of rehabilitation, and include: com-
prebensive diagnosis, counseling, surgery and medical treatment,
prosthetic devices (including hearing aids), hospitalization, personal
adjustment training, vocational training and training materials, tools,
equipment, licenses, 1nterpreting services, job placement, followup, and
any other goods or services necessary to render the individual fit for
gainful employment.

There has been a steady increase in the number of people with
hearing impairments rehabilitated by the State-Federal program of
vocational rehabilitation. This reflects favorably on specially devel-
oped programs and services of our State rehabilitation agencies that
the Congress has made possible through the Vocational Rehabilitation
Act amendments of recent years.

I think it was just 2 weeks ago the President signed the Vocational
Rehabilitation Amendments of 1968.

Hearing and speech centers have been established in many urban
and rural areas that bring vital hearing rehabilitation services such as
the trial and selection of hearing aids, training in the use, lipreading
fcrainiﬁlg, and speech development and correction close to the people
in need.

Under our innovation grant program-—which is called section 3 of
the Vocational Rehabilitation Act—for example, rehabilitation coun-
selor aids have been employed by the Minnesota and West Virginia
rehabilitation agencies to provide special services to the deaf and hard
of hearing. We have utilized our expansion grant authority for the
development of intensified hearing and speech services in Illinois,
Indiana, Maryland, Missouri, and Virginia. Hearing and speech serv-
ice centers have been established to enrich and extend case services
under Laird amendment project authority in Florida, Texas, Kansas,
Louisiana, and other States.

The statewide planning for meeting the rehabilitation needs of all
disabled people by 1975, authorized by the 1965 Vocational Rehabilita-
tion Amendments, has stimulated an increased awareness of the needs
of hearing-impaired people. Of interest is a recent progress report on
statewide planning in Florida which indicates that some 10,000 of its
citizens are limited in, or unable to carry on, major activity because
of hearing impairment. It is estimated that approximately 9,000 of
these people are age 45 or over.

The rehabilitation research program includes studies which have
relevance to the needs of hearing-impaired elderly persons. Some of
the research is directed toward improved methods of hearing testing
and diagnosis, such as a study on bone conduction hearing tests.

Another major demonstration project relates to the development of
standards and guides for use of communities in establishing and devel-
oping improved facilities to serve adults, including the older Ameri-
cans. The Rehabilitation Research Branch has supported studies to
improve and develop tests of hearing, especially for persons with
sensorineural hearing impairments. A significant number of older
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Americans have hearing impairments of this type. Many are not able
to utilize a hearing aid, and this is an area needing further study.

There is also a demonstration project underway concerned with
employer attitudes toward hiring deaf persons, especially those over
45 years of age. The intent is to break down the barriers to employ-
ment of capable individuals who happen to have hearing impairments.

I would also like to mention another major study being conducted
by National Analysts, Inc., Philadelphia, Pa., on the subject of sus-
ceptibility to health fallaciesand misrepresentations.

This study is being supported cooperatively by seven Federal agen-
cies: Food and Drug Administration; Agricultural Research Service;
Veterans’ Administration; National Institute of Mental Health; Na-
tional Institute of Child Health and Human Development; and two
agencies within the Social and Rehabilitation Service: the Adminis-
tration on Aging and the Rehabilitation Services Administration.

A part of this study includes specific questions related to hearing aid
purchase and hearing aid use by older Americans.

The project is administered through the Food and Drug Adminis-
tration and is monitored by a steering committee representing the
seven Federal agencies:

I might say Dr. Reed who is with me is a member of this steering
committee. : »

Senator Caurca. I wonder if I might interject. A

This study springs, I think, from work that was originally done in
this subcommittes. . - -

Mr. HunT. Yes.

Senator CaorcH. You have mentioned the rehabilitation research
program ‘as including studies which have relevance to the needs of
hearing inherent to elderly persons. You have said that some of the
research is directed toward improved methods of hearing testing and
diagnosis such as a study of the bone conducting hearing tests.

Did you hear the earlier-testimony today %

- - Mr. Hunr. Yes, I washere earlier. :

Senator Crurcr. And the testimony in particular of the gentleman
representing Consumers Union ¢

Mr. Hunr. Yes, I heard histestimony.

Senator CaurcH. And then you heard his complaint that Govern-
ment research and Government testing may be very extensive and
very well conducted, but the American people are not made party to
it or disclosures are not made available. So, in effect, he would say,
what is the use. To what extent are the results of these research pro-
grams that you have mentioned made available for the public?

Mr. Hont. They are available for the public and a number of
copies of each one of these research projects are printed and dis-
tributed to the lists. ‘ .

‘Of course, through the Information Service in the Department
of Health, Education, and Welfare they are available to anyone who
requests a copy of these research projects.

We have organized in SRS the research utilization branch'and the.
purpose of this is to encourage the application of the research project
down into operations, down Into the service agencies, down into the
clinics.

We have also published rehabilitation briefs. There are not many

98-912—68——12
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so far, but they are in the process of being developed. There are about
10 or 12 or 15 issued already in a variety of fields now. It may be
that Dr. Reed would like to supplement what I have said because
he is working in this research area at all times and this is his field
of specialty.

Senator YarsorougH. Mr. Chairman, may I interrupt just a
moment ?

Senator Cuurca. Of course.

Senator YareoroucH. You, Mr. Hunt, are Commissioner for the
Rehabilitation Services Administration in the HEW. There is a
similar service, is there not, in the VA for veterans only?

Mr. Hu~T. Yes. ‘

Senator YarsoroueH. There is research there. Is there correlation
of what you are finding between you and the VA?

Mr. Hunt. A great deal in a variety of fields has enjoyed a ver,
close relationship. I could not at this point pinpoint something with
respect to this.

enator YarBorouGH. The only reason, Mr. Chairman, I interrupt,
I must go to another meeting. I thank you for presiding so ably
here and having these hearings and setting them up in this special
subcommittee of which you are chairman. I want to thank you for
your leadership and the fine service I think you are rendering.

Thank you very much.

Senator CHURcH. Thank you, Senator Yarborough.

Won’t you please continue, Commissioner. I know you are about to
propose some changes in the Federal program.

Mr. HoxT. Suggested changes in Government programs that may be
helpful to the hearing impaired :

ome of our observations and activities appear to fall directly on
the broad question of program direction.

The Rehabilitation Services Administration has long been concerned
with providing improved services to a greater number of hearing-
impaired individuals. Vital to the achievement of this goal is the
development of more professional training programs to increase the
number of qualified professionals in all vital categories of service—
psychology, speech pathology and audiology, counseling, and social
work—to work with and treat individuals with hearing disorders.

As our doctor friend from Dallas said, there is a real need for dealing
with the whole person, and there are many specialties involved with a
person’s hearing impairment.

In the field of speech pathology and audiology, approximately $3.5
million was granted by the Rehabilitation Services Administration in
fiscal year 1968 for the support of teaching grants and for 664 trainee-
ships. In the area of the deaf, our agency used approximately $770,000
in fiscal 1968 for the support of long-term and short-term teaching
and training grants. This includes 106 long-term traineeships and 768
short-term traineeships. We are providing you with detailed informa-
tion on this training activity in attachments A and B to this statement.

Despite these rather impressive figures, we know that there exists a
severe shortage of personnel trained to serve people with communi-
cative disorders. Existing training programs should be expanded and
additional training programs launched if we are to make appreciable
inroads into this manpower shortage. This is probably especially true
in the field of audiology. We see, too, a need for increased activity in



the training of support personnel in order to relieve professional staff
of some functions which could be performed by individuals with less
than full professional status. The audiometric technician would be an
example of this kind of support personnel.

Jont Actron Wrra NHAS

We have known for some time that our program has not been reach-
ing many hearing impaired people who could benefit from the services
available throuﬁh State rehabilitation agencies. In May of this year,
a part of its effort to provide increased services to greater numbers
of the hearing impaired, the Rehabilitation Services Administration
signed a joint statement of principles of cooperation with the Na-
tional Hearing Aid Society.

This agreement * has great significance and potential in that more
than half the Nation’s hearing aid dealers are affiliated with the
National Hearing Aid Society. Quite frequently, hearing aid dealers
are the first point of inquiry from hard of hearing people. As a result,
they are in an excellent position to increase the flow of referrals to the
State rehabilitation agencies.

It is significant to note that hard of hearing people in need of voca-
tional rehabilitation are often not aware of the availablity of services
through the State-Federal program. The National Hearing Aid So-
ciety has thus agreed to encourage hearing aid dealers to inform hard
of hearing people about the vocational rehabilitation service and to
cooperate in activities that improve opportunities for the hard of
hearing.

The Rehabilitation Services Administration in turn will encourage
the State divisions of vocational rehabilitation to become informed
about hearing aid dealers and to acknowledge referrals from dealers
and to cooperate in programs elevating standards of performance.

Informal discussions have been held with National Hearing Aid
Society Executive Board to explore the possibility for a series of
training experiences which will involve workers in the field of voca-
tional rehabilitation and hearing aid dealers at the community level.

‘We hope that this training plan will materialize for it will hasten
achievement of the goals of the agreement: to provide more hearin,
rehabilitation services to a greater number of hearing-impaire:
-persons. -
~ 1 would like to say something in addition to my text, Mr. Chairman,
‘which I don’t think is emphasized too much in the statement, that all of
-the clients that come to the Rehabilitation Service in this country are
‘required by Federal standards to see that there is a complete examina-
‘tion made where there is a hearing impairment, so that they do not go
.and deal directly with hearing ald dealers. There are throughout the
country with support of our Administration a number of clinics where
sthere is full equipment and professionally trained people to test the
various kinds of hearing aids.

As was pointed out in previous testimony, and I have seen it in a
number of clinics myself, the variety of hearing aids used on the one
person produce quite different results and it does not mean that the

1 See app. 1, p. 285 for agreement,
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hearing aid that necessarily produces the least result in my case is go-
ing to 50 that in the next case.

“There are of course defective hearing aids. As was pointed out
earlier, there are those that are not acceptable, I suppose, but it is only
when you really go into a clinic and watch these tests going on that
you realize this is a pretty nice science. This is why the audiologist
comes 1inand does a lot to assist the doctor in the case to really do some-
thing in the best scientific way possible for the imfaired person.

Senator CaurcH. What is the cost to a person for a testing of this
kind ?

Mr. Honr. What does it cost# What is the present fee schedule, Dr.
Reed ?

Dr. Reep. The present average fees for diagnostic examination is
about $30. This is testing with the hearing aid, medical examination,
the audiological examination, and actual selection of the hearing aid.

Now the cost of the hearing aid itself is separate. In almost every in-
stance the State vocational rehabilitation agencies do get hearing aids
at a reduced cost for clients of our Service.

Senator CHURcH. Isanyone atall eligible to come?

Dr. Reep. For these services?

Senator CHURCH. Yes.

Dr. Reep. Thisis available to any person.

Senator CrurcH. So the problem becomes one of making this service
known, and of course there are many places where there are no such
clinics. How many clinics of this kind do you maintain through the
Service?

Dr. Reep. None of the clinics are maintained by the vocational re-
habilitation agencies. These are private or public hearing and speech
centers from whom the State agency purchases services.

Senator CuurcH. And how many of them are there?

Dr. Reep. I think we heard yesterday that there are approximately
800 to 900 such centers in the United States.

Mr. Huwt. If in a State, Senator, where there is not a center with-
in a reasonable distance of the person’s home, the Rehabilitation Serv-
ice has the authority to pay that person’s expenses to the clinic and to
return, and this means across State lines, if necessary. ‘

Senator CaurcH. The only one such clinic in my State is the Idaho
State University. Many of these clinics are maintained by the uni-
versity.

Dr. Reep. Yes, a significant number of them are maintained by uni-
versities. However, in the last 10 years there has been a significant in-
crease in the development of hearing and speech clinics within hos-
pitals and rehabilitation centers. As a matter of fact, a significant num-
ber of the professionals who receive training through the Rehabilita-
tion Services Administration program established such programs
within hospitals and rehabilitation centers outside of universities.

Senator CrurcH. You mentioned your reliance on dealers to convey
this information to people who come to purchase hearing aids.

Mr. Hunr. This is not an exclusive reliance. We realize not only with
respect to the hearing problems of disabled people but the problems of
other disabled people that we still face the eternal problem of having
people know about the Service.

Now, this is done in a variety of ways. We have all kinds of radio
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pro%rams. We have all kinds of issuances concerning opportunities for
the hard of hearing and the deaf. We felt that not only could we work
with the national society in having them heighten the standards but
since they knew a lot of people through advertising and otherwise
needing aids, this society could really encourage referrals by member
dealers so that the flow would be greater and the person would get the
free service because the person is interested, as I am sure the dealers
are, in having a person go through a complete service. They have
nothing to lose by this.

All reputable dealers have a lot to gain by it because the rehabilita-
tion program has been very generously funded by the Congress and in
most States money is avallable to take care of a greater number of
these people than we now know about. That is why we think it is very
helpful to do this.

enator CaHurcH. In the diagnosis that is given in one of these
clinics is a recommendation made as to the type of hearing aid that a
person ought to purchase?

Mr. Honr. Yes. :

Senator CaurcH. Based upon the results of the test,?

Dr. Reep. Yes. As a matter of fact, there is specific information con-
cerning the type of hearing aid, including internal control adjustments
that has been shown to be successful with this particular individual.

Senator Caurca. Now you mention, Doctor, that hearing aids were
purchasable by these clinics in reduced amouts of money. I didn’t
quite follow. . - .

Dr. Reep. I can give you a specific example. In the State of Penn-
sylvania hearing aids that are purchased through either State health
or rehabilitation programs, the dealers through the parent manufac-
turing organization sell the hearing aids at a discount, in some instances
as much as 20 percent of the retail cost of the hearing aid.

Senator CuurcH. I don’t have any further questions.

Mr. Miller. ... . . = .- .

Mr. MicLer: No. We may submit some in writing but none at this
moment.- B ‘ _ o

Mr. Huxt. We could leave these pamphlets with you.

Senator-CrurcH. Yes, we would appreciate that.

(The chairman, in a letter written shortly after the hearing
addressed several questions to the witness.- Questions and replies
follow:)

Question 1: You noted that hearing and speech centers have been established
-in many urban and rural areas to bring vital hearing rehabilitation services to
those in need of them. (@) Are these centers funded and operated by RSA? (b)
Who may apply for services there?

Answer. (¢) Many of these centers are supported in part by the State voca-
tional rehabilitation agencies under various authorizations of the Vocational
Rehabilitation Act, specifically Section 2 which provides the basic support for
vocational rehabilitation services, Section 3 which is for rehabilitation innova-
tion projects, and Section 4(a) (2) (A) for expansion of vocational rehabilitation
services.

Few such centers are actually operated by the Stafe vocational rehabilitation
agencies. In many instances these State agencies have made grants to institu-
tions such as hospitals or schools, and to voluntary and professional organiza-
tions such as hearing societies, for the purpose of establishing hearing and speech
centers. Subsequently, the State vocational rehabilitation agencies may, in
accordance with the fee schedule that the center has established, purchase for
their clients audiometric diagnosis, hearing aid evaluation and fitting, speech
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correction and development, lipreading training, auditory training and other
necessary and appropriate services.

(b) Any person may apply for service to these hearing and speech centers. The
general purpose of these facilities is to provide comprehensive service programs
in speech and hearing. For example, one innovation grant to the Missouri Schoo!l
for the Deaf will, as part of its project, provide a completely equipped mobile van
with audiometric testing equipment which will travel into the rural regions of
the State to bring its services to the people who live a great distance from the
metropolitan areas. This has great potential for the elderly and for those whose
mobility is limited by other handicapping conditions who eannot travel to the city
for services. .

We believe, also, that widespread practices among these centers are to waive
fees entirely or proportionate to the economic circumstances of the applicant.
Some centers receive regular annual support from the community United Fund.

Question 2: You also described special rehabilitation counselor aides em-~
ployed wunder your inmovation grant program in Minnesota and West Virginia.
Would their services be of special help to the person past 45f

Answer. Yes, rehabilitation counselor aides are certainly of special help to
persons past 45. This help is not unique to the vocational rehabilitation caseload
over 45 since it is effective at all client age levels. However, the counselor aide is
a very real help in at least three important ways.

First, the aide saves much time for the client by speeding up-in-take pro-
cedures, by arranging for necessary examinations; by handling emergencies or
adjustments during the counselor’s absence in the field, and so on. This client-
fime economy may be more important for. more persons over 45 because they
are more likely to be at peak in occupational, social and economic commitments.

Second, the aide in relieving the counselor from much routine thereby re-
leases him for more individual attention to those client needs that may yield
only to the expertness of the counselor himself. This has special significance
to the 45 plus person whose onset of impairment has been recent and a source
of emotional problems, or whose experiences over the years with aural re-
habilitation have been inadequate or frustrating.

Third, the aide is able to communicate manually, and thus reinforces deaf
client confidence in the agency and overall rapport. The over 45 deaf person
may be more rigid toward a public service like vocational rehabilitation because
of inadequate early experience stemming froni poor communication. Thus,
an aide who -communicates well serves to hold the older deaf person for
the services he needs to become maximally funetional.

Question 3: I am interested in the demonstration project which “relates to
the development of standards and guides for use of communities in establishing
and developing improved facilities to serve adults, including older Americans.”
May the subcommittee have additional information on this project and the
relevance to the needs of aged or aging Americans?

I am pleased to enclose herewith two copies of “Community Planning for the
Rebhabilitation of Persons with Communication Disorders” * which is a product
of the demonstration project referred to in"iny testimony. Additional copies are
available. It is relevant to the needs of older Americans principally in the
fact that hearing impairment is so much more prevalent in persons over 45.

You will note that the document features community planning as coordination
of all resources within a community and development of needed additional pro-
grams to serve all members, especially those with communicative disorders.
Persons over 45 are principal beneficiaries in view of the greater incidence of
hearing and speech problems among them.

Question 4: We would also like to have more information about your demon-
tration project concerned with employer attitudes toward hiring deaf persons.

Answer. The demonstration project concerned with employer attitudes toward
hiring deaf persons is being conducted by the Alexander Graham Bell Founda-
tion for the Deaf located at 1537 35th Street, N.W., Washington, D.C. 20007, under
a grant from the Social and Rehabilitation Service. The purpose of this one-year
pilot study is to design and pre-test standard interview instruments and pro-
cedures for assessing the attitudes of “on-the-line” ‘hiring personnel in order to:

(1) Collect attitudinal information which will be useful to vocational
rehabilitation counselors of the deaf, the National Technical Institute for
the Deaf, and the President’s Committee on Employment of the Handicapped;

*In subcommittee files.
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(2) Impart .to the industry people who are interviewed information on
the vocational aptitudes and capabilities of the deaf.

It is not possible at this time to indicate the findings of this study since it will
not be completed until November 20, 1968. We will be pleased to send you the
final report when it has been received by Social and Rehabilitation Service.

Question 5: I find that I need more information on the following points:

a. As I understand it, the RSA does not absolutely insist that a person must be
returned to the labor force in order to receive rehabilitation services. If this is
80, do you have a mazimum age beyond which such services are not provided?

Answer. Some vocational rehabilitation programs for handicapped individuals
do not have the objective of returning the person to the competitive labor force.
For example, vocational rehabilitation services may be provided a disabled house-
wife in order to assist her in overcoming the handicapping aspects of her dis-
ability as they relate to the function of homemaker. Such a housewife would,
after receiving appropriate rehabilitation services, be prepared to carry out her
homemaking activities, but placement in competitive employment would not be
contemplated.

There is no maximum age beyond which a client may be found ineligible for
available vocational rehabilitation services on the basis of age alone. Regula-
tions implementing the Vocational Rehabilitation Act Amendments of 1965 (Pub-
lic Law 89-333) Section 401.20 Eligibility (b) states that each “. .. State plan
shall specify that no upper or lower age limit will be established which will, in
and of itself, result in a finding of ineligibility . . .”

b. Let us say that a person past 65, 70, or even 80 wishes to join a work project
such as the “Green Thumd" program now conducted by the Department of Labor
or the “Service in Retirement” program proposed in Senate Bill 8. 3677, which
would amend the Older Americans Act of 1965. Would the prospect of service
in such a part time position suffice to qualify the person for rehabdililation serv-
ice? or would he have qualified even without it?

Answer. Disabled older Americans applying to State rehabilitation agencies for
rehabilitation services may be found eligible for such services whether or not
there would be the prospect for employment in the “Green Thumb” program or in
the proposed “Service in Retirement” program contained in Senate Bill 8. 8677
which would amend the Older Americans Act of 1965. Such projects as the “Green
Thumb” program and -the proposed “Service in Retirement” program expand
employment opportunities for older citizens. Qur State rehabilitation agencies
have been cooperating and will continue to do so with the “Green Thumb” pro-
gram as it enables many older citizens to obtain employment.

c. Is a means test ever applied to an applicant for rehabilitation?

Answer. There is no means test imposed on an applicant to determine his need
for vocational rehabilitation services. However, once a person has been found
eligible for such services, States have the option of imposing a means test for
certain of the services required in the vocational rehabilitation process of that
person. :

By agreement with the States, and as required by the Vocational Rehabilitation
Act, a means test is prohibited for thé following vocational rehabilitation serv-
ices: (1) Diagnostic and related services; (2) Counseling; and (3) Placement.
The revised Regulations of the Vocational Rehabilitation Act, Section 401.29(b)
Economic Need, further provide that “a State need not condition the provision
of any vocational rehabilitation services on the economic need of the handi-
capped individual . . .” but, if it does so, “. . . the policies so established shall
be reasonable and shall be applied uniformly so that equitable treatment is
accorded all individuals in similar circumstances.”

The means test as a condition for receiving vocational rehabilitation services
is not contained in the general State plans for eleven States. They are: Alaska,
Arkansas, Guam, Hawaii, Maine, Michigan, Nevada, New Hampshire, Oregon,
Vermont and Washington.

Also, the means test consideration is not contained in State plans for the blind
in the following eleven States: Arkansas, Connecticut, Hawaii, Jowa, Maine,
Massachusetts, Mississippi, Nebraska, Nevada, Oregon and Vermont.

Senator Cuurca. We are at 10 minutes of 1.

I want to hear Mr. Raymond Z. Rich, who is president of the Na-
tional Hearing Aid Society.

Mr. Rich, would you prefer to wait and give your testimony in an
afternoon session ?



178

Mr. Ricu. I am at your preference, sir. I can go now.

Senator CHURCH. It does not matter?

Mr. RicH. It does not matter.

Senator CHURCH. About how long do you expect your testimony
would run?

Mr. RicH. I can possibly shorten it, summarize it somewhat.

Senator CrUurcH. It would be convenient if we could complete the
hearing this morning and not have to come back this afternoon. If
you can accommodate us that way, we will see that the entire state-
ment is included in the record. ‘

STATEMENT OF RAYMOND Z. RICH, PRESIDENT, AND ANTHONY
Di R0OCCO, EXECUTIVE SECRETARY, THE NATIONAL HEARING
AID SOCIETY : :

Mr. Rica. Mr. Chairman, I am Raymond Z. Rich, president of the
National Hearing Aid Society. I am accompanied by Mr. Anthony
Di Rocco, our executive secretary. .

On behalf of our society I wish to thank you for the invitation to
-appear and testify along with other members of the hearing health
team. '

Our organization is vitally interested in the problems of hearing
loss among people of all ages. We welcome this opportunity to assist
you in exploring the question of hearing loss among older Americans.

I would like to mention briefly the hearing aid dealer and spe-
cifically the electronic hearing aid of over 50 years ago, because ever
since one was made somebody had to bring its benefits to the public.
‘We have heard a great deal here in the past 2 days about us and some
of our activities, but we would like with some pride and politely to
present the good that our men and women do and have done all through
these years. We are by the very nature of our task in contact with
people and we learn a great deal about their problems, and we
can comment with some validity on such problems from firsthand
observation.

One of the most important points I would like to raise so, though
you have heard it here from those who are afflicted, or those who are
close to this work is the history of hearing loss, the treatment that
humanity has given to this problem. All through the history of civiliza-
tion, the assumption that they were not able to take responsibility
made them outcasts.

The basic consequence of that is that they wish to avoid the stigma
of aging with which hearing loss is so often associated, that a very
serious point of vanity enters. Since the affliction is invisible they try
to conceal it no matter how frustrating it is.

They do initiate action in most instances, they will not initiate ef-
forts. They have to be induced to take action.

It is true that the hearing aid dealer in the great majority of cases
has been the motivating force in encouraging these people to avail
themselves of the benefits of amplification through hearing aids.

I have stressed these attitudes because they have tremendous im-
portance to what is done and has to be done for these people.

It reflects upon your first question in your invitation about statistics.
Since it is a concealed problem and they try to conceal it, I am sure
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that gathering statistics as to the exact number is very difficult. We
know and accept statistics as offered. I am mentioning those you have
already heard, that 7 to 10 percent of people over 50 have some sort
of hearing problem. This comes from one authority. Then the other
one we heard more often, that 13 percent of those over 65 have some
degree of hearing loss, taking into account the extended life expectancy
due to progress of medical science. This naturally will increase.

Data from the Public Health Service indicate that we have been re-
sponsible for reaching about 75 percent of those who have been helped
through the efforts of the hearing aid industry directly or indirectly.

It is equally important to note, Mr. Chairman, that according to
that survey 93 percent of those who constantly wear their hearing aids
are successful, are satisfied with the result. That even if we add to
that number those who wear it only occasionally

Senator CaurcH. There is something about that that does not get to
me. Would it not follow that those that wear their hearing aids con-
stantly—if you are talking about a group that is satisfied—the group
that is not are the ones that do not wear their hearing aids?

Mr. Rrcs. There is a strong correlation. The person who for one of
several reasons does not manage to master the use of his hearing aid or
does not wish to, or does not come to grips to accept his own problem
will not become as successful.

Senator Crurcr. That figure is 93 percent of those who like their
hearing aids?

Mr. Rica. Who wear them constantly.

Senator CuurcH. I have trouble with that statistic.

Mr. Ricu. I have an additional figure to add ; that if we add to con-
stant users those who wear their hearing aids only occasionally, the
perce(riltage of satisfaction still is 84 percent, which is an excellent
record.

T mention this in view of the many times we heard about problems in
complaint letters. One of the distinguished panelists here today men-
tioned that very often these complaints do not stem from the fact
that hearing aids are unsatisfactory but because the result does not
come near to the hopes and expectations of the wearer and could not
because of the limitation of their hearing mechanism.

LiMITATIONS OF HEARING AIDS

I might stress at this point that it is probably the major part of our
work, to somehow convey to these people the limitations so that they
could become successful. The person who does not know the limitations
of his hearing mechanism may not accept the result. .

_.In answer to your second question, sir, about availability of serv-
ices, they are readily available to all those whose hearing loss is not
subject to medical or surgical reversal, to those who wish to avail them-
selves this type of correction, compensation. Through the phenomenal
progress in hearing aid design and production, dealers can provide
today a very large selection of hearing aids, different types to ac-
commodate all degrees and types of loss which can be benefited. Sel-
dom does the hearing aid industry, whose representatives you heard,
receive credit for their energies, their devotion and engineering pro-
duction skills for that progress which is unparalleled in the world.
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Now the person who brings the benefits of the hearing aid to the
public is the dealer. His is the task to select, fit, sell, and service this
nstrument and provide postfitting care and counseling service. I can
hardly stress these last two points because seemingly as I have learned
here today and learn every day everywhere this is the least known, the
least appreciated fact, especially by those who themselves are not
hard of hearing and do not know about the extent of our work.

The hearing aid dealer plays a prime role in helping his client and
on his skills will hinge the success or failure of anovice user. His work
does not end with the sale of the product; for years to come he will
see his client. During those years he will supply batteries, cords, tub-
ing, mechanical adjustments, and repairs. Most important, he will
provide personal reinforcement in this undertaking, a very important
factor, and just commonsense and understanding of the problems of
those who are hard of hearing.

These products and services I have described are being supplied in
approximately 5,800 hearing aid offices and outlets dispersed through-
out the country. Many dealers have to travel, and do travel, to homes
and communities where no such services are available to people who
just could not come to their offices.

Then, of course, a considerable amount of money is spent to make the
general public aware of where such services are.

It is evident that the dealer does play a key role in the success of the
use of a hearing aid, and to help him in this the National Hearing Aid
Society devised its program to expand his knowledge and skills and
enhance his performance. The National Hearing Aid Society, Mr.
Chairman, is an organization dedicated to maintaining the highest
standards among those engaged in the selection, sale, fitting, and
service of hearing aids. :

It was founded in 1951 by dealers who saw the need to define stand-
ards of competence and ethical conduct. We have now included in
our association 32 State associations as chapters. With chapter mem-
bers there are 2,300 individuals comprising the membership and with
the exception of one State they are to be found everywhere in the
United §tates, Puerto Rico, and the District of Columbia.

I won’t read you the 10 points which are the society’s purposes be-
cause I touch on them briefly in my summary. Anyhow, they are
listed in my statement.’

OBJECTIVES AND AcTtiviTiES OF NHAS

One of our most important activities, and I think this will interest
you because of your remarks regarding a question here yesterday, is
our certification program whereby hearing aid dealers and consultants
who meet the strict standards of experience, training, competence,
and character become certified. It is mandatory for each applicant to
successfully complete the extensive NHAS basic course and subse-
quently pass the final examination.

In addition to passing the course and examination, the applicant
for certification must submit an extensive application which must re-
ceive the approval of the National Board of Certification. This appli-
cation requires several endorsements, including at least one by a physi-

1 See p. 289.
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cian, preferably an otologist; proof of experience with supervision
in the fitting of hearing aids for a period of not less than 2 years;
and that the applicant subscribes to our code of ethics. Also, each
applicant is investigated through members, references, better business
bureaus, and chambers of commerce. . ) o

In order to expand education, the National Hearing Aid Society
offers its comprehensive course to anyone in the hearing aid field. 1t
includes instruction in acoustics, the human ear and hearing process,
types of hearing loss, audiometry, and selection and fitting of hearing
aids.

This course serves as a standard for educational requirements for
some State associations and a guide to State licensing boards in de-
veloping examinations. In addition, many hearing aid manufacturers
have included this course as part of their training program for deal-
ers. Since 1961, over 3,000 persons have enrolled in the course. In addi-
tion to this, our educational facilities are enhanced by our annual
meeting. : '

Members, nonmembers, and manufacturers assemble by.the hun-
dreds to participate in seminars, panel discussions, and symposia and
to learn ?rom leading specialists in the hearing field.

Regional meetings held during the spring are condensed versions of
the NHAS annual meeting. Sponsored by State chapters, they afford
the dealer-consultants—who are not able to attend annual meetings—
opportunities to participate in informative educational sessions.

From time to time several NHAS State chapters have arranged
courses at local colleges in cooperation with their instructors and
officials. These experiences serve as pilot projects toward the society’s
development of a more formal course of study and training program
in the art of selection and fitting of hearing aids. .-

Another major tool in the educational efforts of the National Hear-
ing Aid Society is Audecibel, its official journal. Its purpose is to bring
to the otologist, the audiologist, our members, and others who work
with the hard of hearing, authoritative articles, papers, and data con-
Cﬁrr}iedldwith research, techniques, education, and new development in
the field. :

Researchers, teachers, engineers, hearing aid dealers, and others are
invited to submit articles and papers for publication. Issued quarterly,
Anudecibel is in its 17th year of publication. Over 10,000 copies are cir-
culated free of charge to all United States and Canadian otologists,
audiologists, speech and hearing centers, schools for the deaf, univer-
sity speech and hearing departments, medical libraries, government
agencles, hearing aid dealer-consultants, including all NHAS mem-
bers, and manufacturing firms. : - :

The society also administers a code of ethics which closely parallels
the Federal Trade Commission’s trade practice rules for the hearing
aid industry. Adopted in 1960 and revised in 1963, the code of ethics
was prepared jointly by manufacturers of hearing aids and compo-
nents and by hearing aid dealer-consultants in the United States and
Canada. It is a voluntary effort that signifies an intent to provide the
best possible service to those who are hard of hearing and to the gen-
eral public. '

The code details rules regulating guarantees and warranties, adver-
tising, conduct of business, scientific claims, testimonials, disparage-
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ment, misrepresentation in general, and other undesirable business:
practices.

Our committee on ethics has the responsibility to review all ques-
tions arising under the society’s code, to interpret it, and to recommend:
any changes in it.

gince its inception 8 years ago the committee on ethics has reviewed
1,021 cases. Of t%ose cases involving possible violations, an almost total
compliance has been achieved througﬁocommittee action.

GRriEVANCE PROCEDURES

All complaints concerning members of the society are referred tor
the national grievance committee, and if this committee finds that a
complaint is justified, observing due process of law, it will take such
action against the party found guilty of an infraction as it deems
proper in view of the gravity of the offense.

Senator Cruron. Let me ask at that point in connection with griev-
ances and review of cases, what can the society do in cases where it
finds that its rules are being violated other than, I suppose, you take
the certification away from the dealer?

Mr. RicH. Yes. We can fine the dealer; we can suspend him or expel
him. Those who have taken the trouble and the pride of becoming mem-
bers of the society certainly value this membership. .

Senator CaurcH. How many certifications have you canceled ?

Mr. Rica. We have canceled very few certifications. As I noted,.
most infractions have been corrected through the compliance with
grievance committee action. Many people when they do things which:
are just not quite ethical are often unaware of their views being out
of line with the code. They can be prevailed upon, they are willing to-
cooperate, they are willing to listen. _

The main problem, Mr. Chairman—and I don’t have it in my state-
ment—is one that I experienced while president of the Ohio associa-
tion. I think the example would illuminate in a most interesting man-
ner the problem. Three times we have sent out letters to otologists,
the medical profession, better business bureaus, and such, request-
ing their assistance in connection with our code of ethics, telling themr
that we are trying to elevate our standards, and asking them to call
to our attention any one of those cases that they might find in their
everyday contact with hard-of-hearing people we so often hear about..
We have rented a post office box for that purpose for several years.
It is most interesting to note that never has there been received a
report identifying one single offender.

We know they are there but we cannot take action against anyone
there has been no complaint against.

This may illuminate somewhat the problem we have.

Senator Caurca. So far as manufacturers are concerned, there is
no correlation between membership in the society and dealerships? I
mean the manufacturer can sell, I take it, the dealer whether or not he
is a member of the society ?

Mr. Rica. Yes. '

Senator CrurcH. So the only onus that would fall upon the dealer
in having a certification canceled would be purely one of professional
standing within the group?
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Mr. Rica. Yes, with possibly some consequences that may emanate
from such action. We must be mindful of the laws of the country.
“We are limited in this respect. Certainly we cannot——

Senator Cxurca. Have you ever taken certification away ¢ )

Mr. Ricu. Yes; we have. To evidence how important 1t was, with
Jegal assistance it took a great deal of trouble to prove each case—
-at least in one such instance, a great deal of trouble. This indicated
to us its importance and the value of certification.

Of course, no other professional association has any power beyond
that. We might say that in those States which now have legislation
-our code of ethics is almost completely incorporated adding to it now
legal sanctions.

In addition to benefits provided to individual members, the NHAS

provides chapters with a voice in national affairs with Federal Gov-
ernment agencies and professional groups. Other areas of assistance
to chapters include education and consultation on legislative matters
and local problems. L ‘
Since its inception 17 years ago the National Hearing Aid Society
has maintained rapport with other groups—the five-man committee
mentioned by Dr. Glorig, which consists of one representative each
from the American Academy of Ophthalinology & Otolaryngology,
American Speech & Hearing Association, Hearing Aid Industry
Conference, National Association of Speech & Hearing Agencies,
and the National Hearing Aid Society. It is now called the Inter-
Society Committee on Hearing Conservation, and Dr. Glorig identified
some of its work. This committee offers excellent means of improving
cooperation among the five participants. )

The society maintains a liaison with the Alexander Graham Bell
Association for the Deaf through which we exchange educational and
informative material. '

Our society members, as individuals and as a group, contribute
much of their time and effort to many charitable projects to help the
hearing impaired. Just recently our society completed the securing
of hearing aids, accessories, batteries, et cetera, and servicing of hearing
test equipment for the good ship SS Hope, for its trip to Ceylon
a couple months ago. This was accomplished with material con-
tributions of members of the Hearing Aid Industry Conference. Last
year our Florida chapter provided reconditioned hearing aids for the
U.S. Marine Corps program to assist the needy in South Vietnam.

We, the NHAS, were a cofounder along with the Hearing Aid
Industry Conference of the Hearing Aid Industry Foundation, a non-
profit organization to foster continuing research in hearing loss and
rehabilitation. Through relatively new, the foundation has already
made three grants in the last 2 years to established institutions in our
country.

As an additional public service, and to enlighten the layman with
facts about hearing aids, the society has produced and made available
an educational booklet, “How To Choose the Right Hearing Aid for
You.” Introduced in 1967, over 60,000 copies have been distributed
free of charge to the public i)y our members.

Through the years the NHAS has accepted every opportunity to
meet with various committees and agencies from both Government and
ancillary organizations. Last year, society officials met with members
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of the Federal Trade Commission and the Department of Health,
Education, and Welfare.

The meeting with the FTC brought about a better mutual under-
standing of State legislative matters, the FTC rules, and our code
of ethics.

Our contract with the Rehabilitation Service, Department of Health,
Education, and Welfare, has been described here today by a previous
witness, the Commissioner, Mr. Hunt. We would like to add to it
briefly only that this agreement * based on the refreshing concept of
cooperation between Government and private enterprise will bring
about an enlarged program in the rehabilitation of the hearing handi-
capped. It will result in reaching a greater number of hard-of-hearing
citizens and improving their capabilities of leading more productive
lives. :

‘We are very proud to be part of this. The hard of hearing should be
motivated to act. I don’t know of any more noble method than voca-
tional rehabilitation because it tends to return the person to useful
life; and we certainly will do our best in that program. .

This hearing itself brought today into focus questions of possible
policies and programs which I will share with the members of the
National Hearing Aid Society at our annual meeting this fall. We
will then certainly contribute ideas based on the 50 years of service
and contact with the hard of hearing; ideas based on hard fact and
firsthand information: Improving hearing services for the aging citi-
zen will be by its' very nature a. gradual process as there are no
shortcuts. We know that we must overcome first obstacles first, if we
are to succeed and reach our goals. Our hard-of-hearing elderly cit-
izens should have every chance to participate in the normal social
contact left to their reduced activities. That chance is currently avail-
able to all—the only obstacles that stand in its way are ignorance and
prejudice—ignorance of available sources of help, and prejudice
against the stigma of wearing a hearing aid.

Witnesses before me today and yesterday have indeed reinforced
this part, and it is the major and main obstacle in the way of most
hard-of-hearing people receiving help and rehabilitation.

Let us, therefore, preserve perspective and balance in our judgment.
The members of the National Hearing Aid Society are a disciplined,
highly motivated group working daily side by side with the professions
in fulfilling their role on the hearing healthteam. It is only logical to
suggest the full and even greater use of this effective team combating
the wasteful consequences of hearing impairinent. We have built this
force, together with the manufacturers, on our own and at no cost to’
the Government. Recognition and support of our education and train-
ing programs will certainly help to enlarge them. Our sense of justice
* compels us to reject the notion that a man who earns his living
through the sale of a product is any less trustworthy or less honest
than a man who is paid a fee for his services. We hope that the Gov-
ernment, -the professions, and the public will reject it as well. Let us
preserve the benefits of our free enterprise system. - . )

We hear many ideas proposed to help aging éitizens covering many
areas of concern including hearing disability. But, among them surely

1 Text on_p.-285.
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must be the desire to preserve the individual exercising with as much
independence as we can possibly preserve for him, the wisdom and
experience gained through a productive lifetime. We must guard
against any approach that would result in the denial of individuality.
We must make them the beneficiaries, not the pawns of any plans
helping their rehabilitation. Individual hearing aid fitting to indi-
vidual requirements by skilled dealers and fitters, aware and sensitive
of indiveiﬂual idiosyncrasies connected with hearing aid wear, offers
the best hope of achieving a common goal, better hearing assistance for
the aging.
- I hgopeg that my remarks have been of assistance to your committee.
I sincerely thank you for the opportunity to express them. I assure
you of our continued interest and cooperation in the future.
- Thank you.

Senator CrurcH. Thank you, Mr. Rich.
" Would you have any changes to recommend in the present system of
selling hearing aids? ,
. Mr. Ricu. Our entire program is basically a change which has been
going on now for years. It is very hard without the su%port of anyone,
just by our own bootstraps to elevate ourselves as we have in the out-
lined program, so we are essentially in the midst of a proposal. We are
trying to improve and eliminate unethical practices, to elevate com-

petence. .
SHORTAGES IN ALL AREAS

You, in a very remarkable way, yesterday touched the very problem
at the very beginning and only protocol and good manners prevented
me from shouting out, “There 1t 1s.” You noted yourself, as we listened
to testimony right from the beginning, that there is a shortage of all
medical, audiological, and other experts, including dealers. How then
are we going to reach that great number of people who are unreached
at this time ? ‘ )

Witnesses in their testimony today and yesterday noted that help
is needed, certainly not with elimination of any one, but increasing
their abilities. Those people who are willing to go and work in this
rather interesting, rewarding, but very difficult field of encouraging
and assisting hard of hearing are rare people. It is much easier to
work in many, many other jobs and therefore we have difficulty train-
ing them ourselves., Once we have found them, let us train them, in-
fluence them. They. are interested and we are succeeding but imagine
how we could succeed if we would have some recognition, some sup-
port. We have been extremely proud of that part of recognition that
the Rehabilitation Servicé Administration has seen in our program.
They  felt that we are on the right spot—we can assist, and this is a
change. We are really in process of such a change as far as our con-
tribution is concerned. »

Senator Crurca. Have you any questions at this point?

Mr. Orror. I merely wanted to ask whether your training is pri-
marily for dealers who are already in business or whether your train-
ingis attracting new people to become dealers.

*"Mr. Rica. We attempt this very difficult task simultaneously in
both. First of all we are aware that those already in the field had no
such opportunity previously and we are correcting that and at the
same time the entrant, the new man, should have an opportunity.
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Manufacturers are increasingly aware of that and are using our train-
ing programs as well as many of their own to do the job.

We also are hoping, I mentioned here, to develop pilot projects. We
have attempted at several universities, programs in which we could in-
terest people coming into this field, hopefully, which would eventually
change the approach in the field of hearing aid fitting. This 1s very
difficult so we are at this time only trying and exploring, but the course
as we have it serves both entrants and those who are in the field now.

Senator CuurcH. There are no further questions.

T want to thank you very much for your testimony, Mr. Rich.

(The chairman, in a letter written shortly after the hearing, ad-
dressed several questions to the witness. Questions and replies follow:)

Question. 1. An earlier wiltness said that approzimately one-half of the hear-
ing aid dealers throughout the nation are members of the National Hearing Aid
Society.

1a. gs your membership concentrated within certain geographical areas, or
is it fairly evenly distributed throughout the nation?

Answer. The concentration of the membership of the National Hearing Aid
Society matches the population density of the United States to a remarkable
degree. This distribution is as follows:

Percent United  Percent total Percent total
Region States popula- hearing aid NHAS member-
tion1 dealers ? ship
Northeastern 30 30 20
Southeastern 16 12 12
Midwestern. 17 18 17
Northwester| 12 16 18
SOUthwesterM. ... - o vcceeececccccccccrasiomccesmcomannmmae 10 9 10
Pacific. . cceemnnen mrremescceensceemmasmneemanamamn= 15 15 21

1 Gurrent population reports, series P-25, estimated for 1966, U.S. Bureau of Census.
3 Current audecibel circulation to hearing aid dealers, July 1968.

Question 1b: I8 your membership increasing or decreasing?

Answer : Since 1963 our total membership has increased more than 200% . . .
and, it continues to grow at a rapid rate. We have presently in our files, over 200
applications for Certification. There are presently over 500 hearing aid dealers
and consultants enrolled in our “Basic Course in Hearing Aid Audiology”. (The
successful completion of the course and final examination are one pre-requisite
for Certification.)

Question 1c: What efforis are you making to increase membership?

Answer: We are making a continuing effort to increase membership through
various means including the following:

1. We consistently stress and the industry journals emphasize the impor-
tance of attaining the NHAS established standards of competency through
Certification.

2. We encourage enrollment in the Society’s Basic Course by mailings to
individuals and through our State Chapters. Chapters, as well as manufacturers,
are offered reduced group rates as an incentive, and have been taking advantage
of this offer to an increasing degree.

8. The Society’s Annual and Regional meetings include educational sessions.

4, At National and State Chapter membership meetings the advantages of mem-
bership of certification are stressed. ’

5. The Society’s Membership Committee explores and develops plans to recruit
new members. )

Question 2a: What actions are taken by your Society when you receive com-
plaints about the sales practices or other methods of non-members?

Answer: The National Hearing Aid Society has been generally successful in
obtaining compliance with its Code of Ethics and the closely parallel Federal
Trade Commission’s Trade Practice Rules for the Hearing Aid Industry relating
to sales practices and methods of non-members where complaints come to our
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attention. Usually the mere notification to the offending non-member dealer that
his activities were brought to our attention has been sufficient. In all but a few
instances we have been advised by the offending dealer himself or otherwise
that the actions in question have been or will be curtailed as suggested.

Question 2b: Have you referred complaints to the Federal Trade Commisgsion
or State regulatory agencies? :

Answer: As to those non-members dealers not heeding our request, the Federal
Trade Commission has been accordingly advised ; and State and local Chapters
of the National Hearing Aid Society maintain close contact with the regulatory
agencies in their states.

Question 3: On the day before you testified, Dr. Eldon Eagles of the National
Institute of Neurological Discases and Blindness made the following statement:

“In spite of the highly commendable efforts of the varioug pubdblic and private
organizations concerned, as well a8 the voluntary regulatory efforts within the
industry, too many people are still being fitted with hearing aids who cannot be
helped by this means at all; too many are being sold the wrong type of hearing
aid; and, most tragically of all, too many with remediable ear disease are going
undiagnosed while they try one hearing aid after another, uniil they pass the
point where the disease is remediable. In a recent analysis of statistics from
the National Health Survey, it was indicated that 34 per cent of persons wilth
binaural hearing loss have never been tested by a medical doctor, and that only
18 per cent had had their hearing tested within the two years prior to the inter-
view. This lack of medical attention is a major reason for dissatisfaction with
hearing aids and for their abandonment.”

If the NHAS concurs with this statement, what efforts is the Society making
to correct the practices described, and what more, in your opinion, should be done?

Answer 3: The quoted statement is so very broad and general in scope, that
any number of factors unknown to us might have resulted in its conclusions. We
assume that the otologists, the audiologists, “the various public and private
organizations concerned,” and the manufacturing sector of the industry are also
being asked to comment on the statement by virtue of the involvement of each
of them with the questions presented.

In behalf of its dealer members the National Hearing Aid Society can neither
agree completely nor disagree completely with the statement. We do not condone
the fitting of any person with an unnecessary hearing aid or with the wrong type
hearing aid. We deplore the tragedy of any person failing to obtain medical
assistance particularly if he may suffer from ,obvious and remediable hearing
disease. J

The scarcity of otologists appears to parallel a similar lack of sufficient pro- -

fessional medical personnel in almost every specialty relating to the diagmosis
and treatment of human disease and defects. Testimony at these Hearings has
emphasized the great lack of otologists.

OQur dealer members are acutely aware that knowledge and skill are essential
to the proper fitting of hearing aids. As ethical dealers, we also recognize that
increased competence and high ethical standards assure the best service to the
public.

Our success and progress depend entirely on such practice. Consequently, the
Society’s program is directed toward advancing the technical knowledge and
skills of the dealer and toward strengthening his adherence to high standards
of competency angd ethics.

At the same time we are engaged in a program to educate the public concern-
ing the proper means of meeting their hearing problems. The Society has pub-
lished a booklet, “How to Choose the Right Hearing Aid for You” which em-
phasizes in clear language the advisability of a medical examination. Also, a
large percentage of those whose hearings loss has been corrected by surgery
has been referred and is being referred to the care of otologists by the hearing
aid dealer.

We have taken the initiative to improve this referral to otological care by
inviting to our meetings and seminars otologists of renown who have acquainted
our membership with the benefits of mid-ear surgery. There is little doubt that
the increasing success in referral of the hearing impaired to medical and surgical
care has been a result of this teaching effort. There is no doubt that criteria
could be established and agreed upon to cover all aspects of dealer referral to
medical attention. At the same time we are trying to correct a misconception
inherited from past years that the hearing impaired with nerve .loss cannot be
h:;pgd by hearing aids. This misconception has deprived many of help they
c erive.

28-912 0—68——13
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The quoted statement refers to “too many people” with unnecessary or in-
adequate hearing aids and without medical care. The generality of this state-
ment makes it impossible to determine the numbers involved or the circum-
stances underlying the problem.

Surely, we assume, the statement did not intend to imply that the 349 of
persons with binaural hearing loss who were not tested by medical doctors had
all visited hearing aid dealers and that the dealer had not advised a medical
examination. The low proportion of the otologists in comparison to the number
of hearing impaired and the reluctance of the hard-of-hearing to seek any kind
of help coupled with the lack of public education may well explain why that 349
of the hearing impaired have not had a medical examination. It is not clear,
however, how this information as to the 349 ties in with success or failure in
the use of hearing aids.

Often benefits limited by the impairment of the auditory mechanism but ac-
ceptable by known standards of evaluation are not appreciated by a hard of
hearing person because despite all caution the benefits fall short of the wearer’s
expectation or are lost due to his impatience to attain them through a time
consuming process of learning. .

Our concern regarding the success or failure of the use of hearing aids by
those who have been fitted with them is as great as that of all other members
of the hearing health team. With such concern in mind, any number of people—
however small—who have been improperly advised should be considered “too
many.” :

Statistics of the National Health Survey also show, as we testified, that 849
of the persons wearing hearing aids are satisfied with them.

The Hearing Aid Dealers of America provide a remarkably widespread net-
work for the fitting of hearing aids and related services. In view of the estab-
lished shortage of professional manpower, criteria could be established for theé
full utilization of the ability and knowledge of the large network of hearing aid
dealers to make the rehabilitation effort complete. Our organization, which
represents approximately one-half of the dealers in the United States, is con-
sistently urging higher standards of competence and increased membership to
help meet the problem.

Question ja: May we have details on the three grants made by the Hearing
Aid Industry Foundation, as mentioned in your testimony?

Answer: The Hearing Aid Industry Foundation was founded in 1965 jointly
by the National Hearing Aid Society and the Hearing Aid Industry Conference.
It is an independent, non-profit organization whose Board of Directors estab-
lishes its policy for annual grants.

The initial grant of the Foundation in 1967 was made to the John Tracy
Clinic at Los Angeles in recognition of years of outstanding work in disseminat-
ing information about the hearing problems of children within its different
programs.

In 1968, the Foundation made two awards. The first was granted to the Callier
Hearing and Speech Center at Dallas, Texas. That Center is developing one of
the unique world centers for medical and non-medical research on hearing and
speech problems and its practical application to all age groups.

A second grant was awarded to the Alexander Graham Bell Association for
the Deaf in Washington, D.C. That Association used the grant in support of the
much-needed republication of an out-of-print classic for the education of the
deaf, “The Story of Lipreading” by Fred Deland.

Question 4b: Do you have any recommendations for subjects of research by
any Federal agency?

Answer: Two subjects which we would recommend for federal research are
those which we feel to be beyond the capacity of either the National Hearing Aid
Society or the industry as a whole. These are (1) a thorough study of the at-
titudes of the hearing impaired and how to overcome their resistance in seeking
help of any sort; and (2) the collection and analysis of more statistical informa-
tion about the hearing impaired and all the areas of hearing rehabilitation.

Question 5: Do you have any suggestions for changes in present Medicare and
Medicaid legislationf

Answer : Hearing atds and related services are presently being offered through
Title XIX of Medicare which provides funds to individual participating states.
The extent and the effectiveness of these “Medicaid” types of programs vary
from state to state. At present it is too early to judge performance in most states
as the programs must be developed within the confines of overall state plans. As
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a result, support for providing hearing aids depends upon the resources and
the facilities of the state and how ambitious a program it institutes.

There are two outstanding programs which have developed an experience fac-
tor. These are Medicaid in New York and Medical in California. Both utilize the
benefits of a well-dispersed, statewide dealer network and the individual attention
these networks provide in all the local communities.

In the New York City area, serious bottlenecks occurred initially when it was
required that all recipients receive an -audiological evaluation in addition to the
primary medical examination. These bottlenecks were removed, when otologists
were allowed to decide whether a given case should go through clinical procedures
or be sent directly to the hearing aid dealer. The enclosed letter from Dr. Lowell
E. Bellin, Executive Medical Director, Medicaid Program for the City of New
York indicates that services for the hearing aid recipients not only did not decline
but have been actually speeded up, thereby fulfilling the purpose and the intent
of the legislation. -

Should the extension of the scope of Medicare itself become feasible NHAS is
ready to assist and to cooperate in working out a program. If the changes that
education has already wrought in extending the competence of the dealers is con-
sidered with the accomplishments of future efforts in education, it can easily be
understood how this already-established network could become the key within
the hearing health team for the most widespread, economical, and efficient dis-
tribution of hearing aids and related services while providing the needed per-
sonal attention throughout the United States. ’

THE CITY OF NEW YORK,
DEPARTMENT OF HEALTH,
New York, N.Y., July 18, 1968.

DEAR MR. RicH: Enclosed please find copy of the case history of the events
surrounding the standard setting for hearing care under Medicaid.

I prepared the enclosed report for formal presentation at the annual meeting
of the New York Public Health Association a few months ago.

It is instructive that a review of our statistics a few weeks ago disclosed that
since the imposition of the new standards, specifically the elimination of the
compulsory referral of patients over 21 to speech and hearing centers, there has
been no increase of consequences in the average cost of a hearing aids under
Medicaid. Likewise, the number of binaural hearing aids being dispensed re-
mains very low.

Needless to say, we are continuing to monitor these aspects of the program
in view of the liberalization of controls.

I think it is reasonable to assume that the hearing aid dealers of New York
City are currently policing themselves and controlling any errant colleagues
from abusing the program. I had warned the leadership of hearing aid dealers
that should there be any evidence of abuse subsequent to our liberalization, I
would immediately reimpose the previous more stringent standards. Happily,
thus far, this has not proved to be necessary.

We have no evidence to suggest that the quality of hearing aid care has de-
clined since the establishment of these new standards. Quite the contrary, more
people in New York City who desperately have needed hearing aids have been
able to acquire these in a shorter priod of time since the removal of the bottle-
neck resulting from the shortage of approved speech and hearing centers.

Sincerely,
LoweLL E. BELLIN, M.D.,
Ezeccutive Medical Director, Medical Assistance Program (Medicaid).

Senator CuurcH. I thank all the other witnesses who have testified
in the hearings. . -

I think this completes our witness list. We will hold the record open
for a reasonable time, 3 weeks, Mr. Oriol suggests, for the inclusion
of other material that might be offered.

Mr. Ricu. We have some.
~ Senator CHurcH. So that everyone has an opportunity to include
in the record pertinent material that they think important.
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CLOSING STATEMENT BY SENATOR FRANK CHURCH

Two days of very helpful testimony have given us on this sub-
committee much to think about, and I see a clear need for additional
inquiry and possibly an additional hearing or two.

I am directing the subcommittee staff to look intensively into the
following :

ONE. There seems to be a major difference of opinion among our
witnesses about the problems associated with delivery of hearing aids
and hearing rehabilitation services to the elderly. The industry
describes the present system as more than adequate. Public Health
Service representatives and others see a pressing need for new innova-
tions, and much more emphasis upon more adequate examination be-
fore fitting of hearing aids.

TWO. %urgeon General Stewart listed sereval possibilities for Fed-
eral action in hisstatement. Each proposal should be examined further.

THREE. Regulation of industry 1s always a last resort after other
measures fail. T think that basically we have a consumer education
problem here. We should find out how the Federal Government—
possibly working with private industry—can help the people get the
facts they need.

FOUR. The Consumers Union testimony this morning raises
weighty issues about the proper use of information abtained through
Government testing procedures. This subcommittee has already re-.
ceived a lengthy statement from the Veterans’ Administration on their
hearing rehabilitation program, but we need additional infermation.

Finally, T would like to thank the witnesses for the time and

~ attention they obviously gave to the preparation of their statements.

You have helped us to go very far in 2 days.
Unless there is somebody else that wants to be heard at this time, we
will go to lunch. '
(Whereupon, at 1:20 p.m. the subcommittee was recessed subject
to call of the Chair.)



APPENDIXES

Appendix 1

ADDITIONAL MATERIAL FROM WITNESSES

ITEM 1: EXHIBITS PROVIDED BY JOSEPH L. STEWART,* CONSULTANT,
NATIONAL CENTER FOR CHRONIC DISEASE CONTROL

ExHIBIT A. NATIONAL CENTER FOR CHRONIC DISEASE CONTROL
(News Release—F'riday, July 21, 1967)

The effectiveness of many hearing conservation programs in the United States
was questioned today by the Public Health Service’s National Center for Chronic
Disease Control.

Medical authorities at the Center believe that the use of inaccurate audi-
ometers to measure hearing ability and detect ear damage or disease is wide-
spread in hearing conservation programs across the country. They are backed
by the findings of a three-year PHS evaluation of audiometers recently completed
by the University of North Carolina’s Audiometric Calibration Center.

In this study, the Calibration Center evaluated the accuracy of 100 audi-
ometers. Not one of the instruments met the study’s calibration specifications.

The National Center for Chronic Disease Control is concerned about the
medical implications involved. According to Dr. Joseph L. Stewart, Audiology
Consultant to the Center’s Neurological and Sensory Disease Control Program
(N&SDCP), an audiometer that is out of calibration can cause serious errors
in large-scale screening programs.

It can, for example, miss the child with a potentially dangerous infection of
the middle ear or indicate its possibility in another child, in whom it doesn’t
exist. .

“No hearing conservation program can be effective if its audiometers are not
checked for calibration on a regular basis,” Dr. Stewart said.

While there is no way to determine the extent or medical impact of past
audiometric errors, the Center is taking steps to bring about accurate hearing
evaluations in the future.

For the next several months, the Calibration Center and the N&SDCP will
be following the 100 audiometers that were tested and calibrated during the
three-year study just completed.

The instruments will be examined at three-month intervals to determine how
often they need to be recalibrated, why they go out of calibration, and which
functions of the instruments give the most trouble.

At the same time, the N&SDCP is negotiating with non-government contractors
for the construction of a model audiometer, free of the defects discovered in the
study instruments. Among other improvements, and unlike any audiometer now
on the market, it will be self-calibrating.

Summary of the Study

The audiometer evaluation study was begun in January 1964 at the University
of North Carolina’s Audiometric Calibration Center. Supported by the Neuro-
logical and Sensory Disease Control Program of the Public Health Service’s
National Center for Chronic Disease Control, it was designed to obtain specific
information on the calibration and general operating condition of the typical
audiometer in use in a hearing conservation program.

*See pp. 14-43 for testimony.
(191)
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During the course of the study, researchers at the Calibration Center applied
14,000 individual measurements to instruments representing 30 different models
of 8 manufacturers. In all, 100 audiometers, obtained from health departments,
public schools, physicians and hospitals, military and industrial installations,
Veterans Administrations and hearing aid dealers, were examined.

Not one of the 100 instruments met the study’s calibration specifications.
Evaluations ranged from “slightly out of calibration” to “inoperable,” although
the majority were found to be “grossly out of calibration.”

The Calibration Center’s study report traced the inaccuracy of most test
instruments to owners and/or operators who, apparently, had been unaware
of the need for periodic calibration. Forty-six of the 100 instruments tested
had not been calibrated from the day they were purchased. Moreover, when
technicians removed the back of one audiometer submitted by a physician,
they found a rat’s nest inside, constructed in part from bits of the instrument’s
wiring and insulation materials.

A second major reason for the poor showing of the audiometers is that most
manufacturers are not utilizing the latest electronic techniques, such as solid
state construction. As a result, when engineers at the Calibration Center
removed one brand new instrument from its crate, they found it to be so
badly out of calibration that they had to tear it down and rebuild it completely.

ExHIBIT B. CorY oF LETTER SENT TO CUSTOMERS

DeAr FRIEND: By special arrangement with the ———  in conjunction
with our 25th Anniversary in . we have been authorized to give you
the best trade-in offer available today on your present hearing aid.

This offer is limited to Hearing Aid Users on our record for three years or
more and will expire October 31st, 1967. The United States Public Health
Service states that the average hearing aid user purchases a new instrument
once every three years. )

As you know, people who wear glasses have periodic examinations and get
new lenses when indicated. People who wear hearing aids should have periodic
checks on their hearing and get a new prescription when necessary. Your
ears are ten times more sensitive than your eyes and deserve the best of care.

May we suggest that you, as one of those eligible for our Triple 25th Silver
Anniversary Trade-in Allowance visit our offices or phone or write for a
home demonstration at your earliest convenience.

You, as a valued customer, don’t need cash to get in on this offer. Use your
Silver Certificate as a down payment and finance the balance on easy budget
terms.

Remember: You save $75.00.
Remember: Offer expires October 31st, 1967.

Why not fill in the enclosed reply card now ?

Cordially,

P.S.—If Ayou lose or misplace your $75.00 Silver Certificate, stop in the office
and we will issue a duplicate.
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BxHIBIT C. ADVERTISING SUPPLEMENT

The most common cause of hearing loss

NO CORDS @ NO TUBES » NO WIRES |
Miracle-Ear”

THIS 15 ALL YOU
o WEAR

|
1 ;_ ,
| oo Jroe=8 . SPECIAL opppp
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A most special offer of unique interest to thes w
hear but do not’ understand words kas ]ust béen ‘a

ring how smﬁ&fﬁ&%ﬁs
TRV IT ON IN THE
PRIVACY OF \mw& HOM

‘No obligation whatever

..NO:STAMP NEEDED




OUR DAUGHTER'S
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PRE NI </ WAS DEAF, BUTHE
THE WORDS WAS IN HIS SIXTIES.
fmoww42 -

JUST BiLIS., WHATS DuS?
MILD NSRVE DEAFNESS
YOU HEAR BUT DONT ALWAYS 8 .
UNDERSTAND?. MAYRE nws ;
WHATS HAPPENING TO

ITEM 2. THE EFFECTS OF NOISE ON HEARING THRESHOLDS; NA-
TIONAL CONFERENCE ON NOISE AS A PUBLIC HEALTH HAZARD—
A STATEMENT BY W. DIXON WARD,* UNIVERSITY OF MINNESOTA

Noise affects the ability of an organism to detect weak signals both while
it is present and afterwards, the latter on a temporary and, under some con-
ditions, permanent basis. The concomitant change in threshold sensitivity
is commonly called “masking”—such interference, when the signal to be detected
is speech, will be discussed next by Dr. Webster. However, masking is of course
not limited to speech. Danger signals may also become undetectable; if you
intend to cross a street near where a worker is tearing up the sidewalk with
a jackhammer, you should be careful to use your eyes even more than usual,
because you w111 not be able to hear an approaching truck until too late, in
all probability. One can hardly deny that this would represent a distinct health
hazard.

However, effects of this nature are not what was intended as my topic
here, so let me press onward. The dxmmunon, following exposure to noise,
of the ability to detect weak auditory signals is termed temporary threshold

*See pp. 62-67 for testimany.
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shift (TTS) if the decrease in sensitivity eventually disappears, and NIPTS
(noise-induced permanent threshold shift) if it does not. For years it has been
assumed that these two phenomena were very closely related: (1) that noises
that produced equal average amounts of TTS (sometimes called “auditory
fatigue”) would also produce equal amounts of NIPTS; (2) that if one noise -
produced twice as much TTS as another, it was also twice as dangerous in
regard to NIPTS; and (3) that if one individual showed half as much TTS
as another, he would suffer only half as much permanent loss. The notion
seems to have originated with Temkin in Russia in the late 1920’s, since Peyser
mentions him (but with no bibliographic reference) in the first article to
propose a test for susceptibility to acoustic trauma that consisted of measuring
the TTS produced by a short exposure to a high-frequency tone (Peyser, 1930).

Now auditory fatigue in all its aspects—not only the temporary shift of
threshold but also correlated phenomena: shifts in pitch, loudness and timbre
of supra-threshold stimuli (diplacusis, recruitment, and distortion), disappear-
ance of a sustained tone that is initially above threshold (tone decay), ringing
in the ears (tinnitus), and changes in the lateralizing power of a monaurally-
presented tone as its duration increases (so-called perstimulatory fatigue)—is
to some of us quite fascinating in its own right. Information about these
phenomena are, we feel, important to an eventual understanding of the normal
mode of operation of the auditory system. We shall therefore in all probability
continue to ask for funds to continue research in the area. Several of us, however,
are becoming convinced ever more deeply that the relevance of TTS to the
problem of permanent hearing loss from noise is negligible.

In all fairness to the proposition that TTS and NIPTS are isomorphic in
man, it must be admitted that it has never been tested directly. No one has
ever selected a group of normal-hearing individuals, subjected them to a wide
variety of TTS tests, and then exposed them under controlled conditions to
noise so high in intensity that large amounts of NIPTS were produced. Although
a few studies have involved presentation of a single TTS susceptibility test,
followed later by measurement of NIPTS produced by the intervening industrial
noise exposure, the proposition that all the men in the test group received
even approximately the same noise exposure in these studies is generally no
more than a pious hope. Furthermore, in some instances the measured NIPTSs
were so exceedingly small as to be insignificant; postulating on the basis of
evidence such as this that individual differences in TTS are not predictors of
PTS represents a curious use of logic indeed (Sataloff et al., 1965).

Since we cannot determine the relations between TTS and PTS in man,
other experimental animals must be used in which exposures can be controlled,
with the assumption that what is true for man is also true for the monkey, the
dog, the guinea pig or the chinchilla. We have just completed a study in which
20 chinchillas were given a number of susceptibility tests involving short ex-
posures to a moderate-intensity noise, and then were partially deafened by a
2-hr exposure to the same noise at a higher level. No statistically-significant
correlation was observed between TTS and NIPTS (Ward and Nelson, 1968).
Apparently the characteristics that are most important in determining whether
or not an ear will get a relatively large amount of T'T'S are not also those that
determine the degree of final loss from a particular exposure, even when the
spectrum of the noise is constant.

Disappointing though this conclusion may be, it is perhaps not surprising, in
view of the complexity of the hearing mechanism. So although one cannot com-
pletely rule out the possibility that everage TTSs produced by various noises are
highly correlated with average PTSs, the burden of proof is most assuredly
on the affirmative, so that until such proof is forthcoming, we cannot conclude
that because a certain relation holds among TTSs from certain noises, the same
relations will be found for PTSs from these noises after long exposure. This
is a pity, because it means that several of us have probably wasted more months
than I like to remember deriving a set of damage-risk criteria based on the
principle that noise exposures that produce equal values of TTS are equally
hazardous (Kryter et al., 1966).

However, since the connection between TTS and PTS is tenuous at best, I
shall spend only a few more moments on TTS, merely listing some of the
characteristics of TTS that I find most interesting.

(1) The growth of TTS is nearly linear in the logarithm of time and so
represents exponential processes that may be analogous to the photoreceptor
processes in the retina that account for the phenomena of light-adaptation.
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Moderate T'TS also recovers exponentially in time, but when the initial TTS is
50 dB or more, the recovery may be linear in time.

(2) The maximum effect from a noise that has energy concentrated in a
narrow frequency range will be found half an octave to an octave above that
range.

(3) An intermittent noise is much less able to produce TTS than a steady one.
A noise that is on only half the time (in bursts of a few minutes or less) can
be tolerated for much more than twice the numper of working hours that could
be spent in the noise when continuous, in order to produce the same TTS.

(4) The histological correlates of moderate TTS seem to be swollen cells on
the basilar membrane, both hair cells and supporting cells (pyknosis and
karyorhexis).

" (5) Neither the growth nor recovery of TTS is influenced by drugs, medica-
tions, time of day, hypnosis, good thoughts, or extrasensory perception. The
locus of the physiological deficit thus seems to be extremely peripheral—at the
hair cells themselves.

And that locus may be the only thing that TTS and PTS have in common
(except that perhaps it may still be true, as we have always assumed, that if a

noise does not produce any TTS, it will not produce PTS). Let us turn to the

meager facts about PTS. Between the impossibility of studying it in man under
controlled conditions and the vicissitudes of animal experiments, not many facts
about TTS are based on bedrock. One could in fact argue that things have
really not improved much since 1914, when Peyser summarized a 50-page review
of occupational hearing loss with these words: “Uber den wirklichen Umfang
der gewerlelichen Hoorstorung wissen wir aber bisher nichts.” Peyser blamed
faulty statistical procedures for this lack of knowledge, and urged a central re-
pository for all industrial hearing-loss data. So, 54 years later, permit me to
reiterate his blaming and his urging.

First of all, we must distinguish between two terms which in most studies
and surveys dealing with the effects. of industrial noise are hopelessly inter-
mingled with NIPTS: presbycusis and sociocusis. Presbycusis is a loss of high-
frequency hearing associated with the physiological aging process; presumably
it would proceed at the same rate whether noise were present or not. Audiometric
data involving workers over 65 or so will be ‘“contaminated” by the process
to some degree. Sociocusis, however, is not dependent on age per se. Rather,
it is loss of hearing attributable to noxious influences other than the
noise associated with the individual’s employment. That is, PTS produced by
outboard motors, chain saws, tractors, sporting arms, and blows to the head
would be called sociocusis except when they occur in a northwoods guide, a
forester, a farmer, a safari leader and a boxer, respectively—in those individuals
it would be called NIPTS for purposes of compensation. PTS resulting from ill-
ness would be sociocusis for anyone.

The concept of sociocusis arose in connection with the analysis of average
results of audiometric surveys. It was found that even in persons with no recall-
able history of exposure to high-intensity noise, gunfire, or head blows; the
average hearing gradually decreased with age even before age 60 (i.e. before
presbycusis could enter the picture). The hypothesis was therefore advanced
that this average loss of hearing represented the toll exacted on a few individuals
by the everyday noises of modern living.

This is not to say, however, that everyone gets a small amount of hearing
loss from such noises, so that it is legitimate to subtract from an individual's
hearing loss the sociocusis the average man (not exposed professionally to
noise) would have had at his age. Although such a correction for sociocusis (plus
perhaps one for presbycusis) can be justified over the long run on actuarial
grounds, in the individual case it is as nonsensical as, for example, giving a
guaranteed minimum salary to everyone—helping not only those who are
-willing to work, but also those who are unemployed because of laziness or
cupidity. In the individual case, a hearing loss was either caused or aggravated
by sociocusic influences or it was not. Of course, it is not always easy to deter-
mine this after the fact, hence sociocusis-plus-presbycusis “corrections” will no
doubt continue to be made. However, the chief value of the concept of sociocusis,
in my opinion, is that its recognizance keeps one from quickly attributing a
given hearing loss to the worker’s noise environment without probing deeply
into possible sources of hearing loss in the man’s extra-industrial past. The
whole problem of whether or not to apply a sociocusis correction would be
largely eliminated if all employers would require pre-employment audiograms
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of each worker, together with regular follow-up tests every year. One would
then not always need skill somewhat superior to that of Sherlock Holmes in
order to estimate the probable cause of a given hearing loss. Again, however,
most employers fear that institution of such procedures will “stir up trouble”,
so that they should “let sleeping dogs lie”, etc. This can be called the “ostrich”
or “head in sand” syndrome, in view of the fact that compensation boards
almost invariably put the burden of proof on the employer: if a ‘worker has a
hearing loss, it is up to the employer-to prove that his noise was not responsible.
Ang this, it would be clear by now, is most difficult.

The only sure way to establish this, outside of showing that the employee
entered the noise with the same hearing loss, is to be able to demonstrate that
the noise produces no loss in anyone. In this case, average procedures do have
value, because they allow us to make such a categorical statement with some
confidence. Baughn (1966) has shown, in an analysis of 6835 audiograms, that
when the level of the noise is below 80 dBA (80 dB on the “A” scale of the sound-
level meter, a scale that, as Dr. Rudmose has indicated, discounts the effects of
low frequencies, which are not quite as dangerous, decibel for decibel, as
higher frequencies), the incidence of compensable hearing loss is no greater
than in a non-noise-exposed population of the same age and general socio-
economic status. (Compensable losses are those so severe as to cause an
appreciable decrement in the ability to understand ordinary speech: at the
moment, this dividing line is an average Hearing Level of 25 dB at 500, 1000,
and 2000, cps, relative to the new ISO audiometric standard.) Botsford (1968)
has gathered together such industrial dafa from several sources: these data
imply that for relatively steady 8-hour daily exposure, appreciably greater
NIPTS after years of exposure occurs only when the level is 95 dBA. There
is, therefore, no ambiguity about exposures below 80 dBA or, if continuous,
above 95 dBA: in the first instance, the probability is essentially zero that
the noise caused the hearing loss; in the second. the probability is about 50%.
Dr. Eldredge and Dr. Miller will discuss damage-risk criteria later this afternoon,
a topic that, among other things, involves deciding what to do about the middle
ground between these two values, and how to treat intermittent exposures.

In the time remaining, I cannot cover in detail all the facts or alleged facts
about NIPTS. However, let me briefly mention some of the questions most
commonly asked about NIPTS. For an up-to-date detailed review, the mono-
graphs by Lehnhardt (1965) and Lieroff (1963) are highly recommended.

(1) Are certain frequencies more sensitive than others to damage from
noise? After long exposure to industrial noise, or for that matter, to gunfire,
the frequencies showing first and most severe NIPTSs are those in the vicinity
of 4000 cps, with neighboring frequencies affected later. The reason for this
seems to be a combination of two factors, according to Lehnhardt (1966, 1967) :
(1) the middle ear transmits the frequencies between 1080 and 4000 cps most
efficiently, so that more energy reaches the cochlea in this range; and (2) a
given area of the basilar membrane is affected by a wide range of frequencies
below its characteristic frequencies, but not by those above; therefore all of
the most intense noise elements affect the 4000-cps receptors.

(2) How long must the ear be out of noise before it will have recovered all
it is going to? Two weeks is mandatory (Atherley, 1964) but little further
recovery occurs after a month, although occasionally, following trauma from
a single incident (such as a firecracker exploding near the ear) slight additional
recovery may occur in the second month. In Wisconsin a 6-month noise-free
period is required, but this is a political, not a scientific, rule.

(3) Is NIPTS a progressive process, in the sense that once started, it con-
tinues even though the individual is removed from the noise? Although many
people still suspect that this may be so, the evidence is always equivocal (e.g.,
Hahlbrock and Weyand, 1961; Herrmann, 1962; Baldus and Giittich, 1967.)
When the hearing of a group of people who have been removed from noise is
followed over a period of years. there are always a few who show slight
additional losses. However, whether or not the amount of increase is greater
than what would be expected in eny group of individuals (i.e. whether or not
the additional loss is merely sociocusis that occurs because the total acoustic
environment of the ears during the intervening years cannot be controlled)
is generally disregarded; in my opinion there is as yet no convincing proof
that any progressive degenerative process is set in motion.

(4) But is the noise-damaged ear more susceptible to further injury than
a normal ear? This is a good question (this is what one says when he hasn’t
really the foggiest notion). The difficulty in answering it arises from the diffi-
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culty of eguating injury to normal and to already-damaged ears. Is a 10-dB
increase in PTS in an ear that already had a 40-dB loss smaller, equal, or
greater than a 20-dB change in an ear that was initially “normal” ? Numerically,
it is smaller. But it represents a greater loss of loudness in a normal ear. So
again all 1 can say is that I know of no evidence that would imply that an
ear with some NIPTS is more susceptible than a normal ear, particularly if
all temporary effects have completely disappeared.

(5) If permanent injury does not occur, does habitual exposure to a moderate
noise render the ear more resistant to an occasional high-intensity exposure?
That is, does the ear get “tougher”? I suppose this particular speculation
developed from an analogy with callouses on the skin. However, there is no
evidence that the basilar membrane will become more leathery, or that the
middle-ear muscles, which presumably help to protect the inner ear, become
stronger as time goes on. In fact, Chizuka (1965) recently found just the
opposite : his 15-18-year-old boys allegedly showed more auditory fatigue after
working in noise for several months than they did at the beginning of
employment !

(6) Can one distinguish a hearing loss caused by noise from one caused by
gunfire? The popular impression is that a noise-induced loss tends to be broader
in area than a gunfire-induced one, with a more gradual slope. In regard to
average data, there is some basis for this hypothesis, but in the individual case
the slope is no sure indicator. Similarly, both noise-induced and gunfire-induced
losses are invariably accompanied by recruitment, and occasionally by abnormal
tone-decay (Ward, Fleer and Glorig, 1961). In view of the fact that in either
case the important underlying physiological deficit is probably an area of missing
hair cells, it is perhaps not surprising that the etiology cannot be determined
after the fact.

(7) Are there any exacerbative agents—conditions that will enhance the PTS
produced by a given noise? Experiments on lower organisms indicate that greater
injury can result from noise exposure if given in combination with mycin
therapy (Sato, 1958 ; Darrouzet and Sobrinho, 1963 ; Voldrich, 1963). However,
there is little to support the notion that susceptibility to permanent damage is
enhanced by a poor pneumatization of the mastoid (Késa and Lampe, 1967), an
unusual bodily position (Boenningbhaus, 1959), or low-frequency vibration. An
existing TTS may increase susceptibility, according to evidence on cochlear
microphonics (Lawrence, 1958), but this evidence is most indirect.

(8) How about ameliorative agents? Unfortunately, there also seems to be
little that one can do to inhibit the growth of PTS or to cure it. For a while,
there was hope that massive doses of vitamin A might reduce NIPTS (Riiedi,
1954 ). but subsequent studies failed to confirm any action of vitamin A on either
TTS (Ward and Glorig, 1960) or PTS (Dieroff, 1962). Biochemists in other
countries, especially Japan, are studying the effect on TTS and PTS of a broad
spectrum of agents including NaHCO: (Iwatsubo, 1961), adenosine di- and tri-
phosphate (Faltinek, 1965), androgens and estrogens (Matsui et al, 1965),
nicotinic acid, and vitamin B, (Chiba, 1965). It is safe to say that no clear
effect has been demonstrated. Rather than admit that there is no possible therapy
to heal an existing NIPTS, some physicians still recommend stellate blocking,
novocaine, hydergin, vasodilators, and vitamins (e.g. Niemeyer, 1962), but
placebos would doubtless do just as much good. )

(9) Are people with middle-ear problems less susceptible to NIPTS than
others? At first glance, one might think that in otosclerosis, for instance, less
sound reaches the inner ear, so less damage is produced. But even this has
yet to be shown unequivocally, and other types of middle-ear troubles seem to
exert no consistent effect. The only clear case of protection by middle-ear damage
is in regard to explosions: when the eardrum was ruptured by the blast, the
NIPTS is generally found to be less than when the drum is unaffected (Akoyoshi
et al.. 1966).

(10) Can the most susceptible individuals be identified before they get a

" hearing loss? To this, I must answer “No, and not even afterwards, either”. Our
results with chinchillas imply that TTS and PTS are not closely related, so the -

only solution is monitoring audiometry, which will allow us to detect beginning
NIPTS before it gets too severe; however, such a procedure, it must be realized,
pulls out not only the most “susceptible”, but also the most unlucky (i.e. those
who happened to get a particularly severe exposure on a single occasion) or,
perhaps. the most reckless in regard to his hearing outside the work situation.

(11) Fipally, is it true that we are continually surrounded by ultrasound—
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sound too high in frequency to be heard—and so as a result we are being deafened
and maddened by this sound we cannot even hear, as some fanatics claim? I
trust the answer to this is implicit in the way the question was phrased, but for
assurance, read Parrack’s (1966) review.

In summary, then, noises above 80 dBA are capable of producing some change
in auditory threshold, and above 100 dBA they are almost sure to affect the
normal unprotected ear. We cannot reduce NIPTS except by reducing the
effective noise exposure, and there is no way to restore it. Furthermore, we
cannot identify the noise-susceptible individual, so that pre-employment aud
monitoring audiometry, together with a program of ear protection, is the only
solution now known.

-ITEM 3. A DISCUSSION OF HEARING AID TRENDS BY §. F. LYBARGER?*,
EXECUTIVE VICE PRESIDENT, HEARING AID INDUSTRY CONFER.
ENCE, INC.

*See pp. 68-97 for testimony.
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Since the introduction of the wearable vacuum-tube hearing aid some twenty-
seven or twenty-eight years ago, along with technical improvements of many
kinds, there has been an underlying compulsion, in the highly competitive
field of hearing aid design and manufacture, to constantly reduce the size
of hearing aids. That the hearing aid industry throughout the world has been
able effectively to do this is clearly seen in Figure 1.

This figure was prepared by weighing our own and competitive U. S. hearing
aid models in our laboratory collection, with batteries, for some twenty five
years back and by adding other figures from published information. Two
definite trends are noted. First, weights of body hearing aids, with batteries,
have been coming down in size at a very constant rate of about 11% per
year. Looking at the data another way, the weight of body aids has been
halved about every six years for the past twenty-five years or so. This weight
reduction has been at a surprisingly uniform rate.

Looking now at the ear-level hearing-aid weights, it is apparent that the rate
of size reduction, since the introduction of the eyeglass hearing aid in 1956,
has been at a much faster rate. Since eyeglass, behind-the-ear and in-the-ear
aids have all been plotted in obtaining a trend line, one naturally expects
considerably more scatter than was seen for the body aids. However, a
fairly well-defined drop in weight at the rate of about 209 per year is in-
dicated, representing a halving of weight about every three and one-quarter
years.

In the course of. determining the weight data, the cubic volumes of the aids
were also determined by weighing the sealed aids in air and again in water.
Surprisingly, the density of hearing aids (including batteries) has remained
almost constant over the years at about 1.6 grams per cubic centimeter. This
means that the reduction in cubic volume of both body and ear-level hearing
aids has paralleled the weight trend.

This compelling competitive challenge to reduce hearing aid size and weight,
and thus to make hearing aids more acceptable to the hard of hearing public,
has created many engineering and design problems, perhaps most of them.
That the acoustical performance of hearing aids has been constantly improved
or held good in the face of year-after-year size reduction is a tribute to the
ingenuity of components and hearing aid designers the world over. This
doesn’'t mean there isn't room for improvement, however.

Size reduction has been accomplished in many instances with no compro-
mises. For example, the introduction of the junction transistor for hearing
aid use in 1952, suddenly reduced the energy needed to operate a hearing
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aid from a typical 100 milliwatts to perhaps 10 milliwatts, permitting a
large reduction in battery size. The introduction of the mercuric oxide battery
and later the silver oxide battery, resulted in battery capacities on the order
of 330 milliampere hours/cm3 compared with 125 mah/cm3 for typical
carbon-zinc batteries. Improved transistor packaging has resulted in a
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drop from a cubic volume of 0.5 cm? for the first hearing and transistor
to sizes on the order of .001 cm3 for present-day discrete transistors having
much higher performance. The reduction of size without performance penalty
has been true for most other components as well.

However, the hearing aid designer does have to make a number of com-
promises to achieve the small sizes of today’s hearing aids, particularly the
ear-level types.

A simple but important compromise involves battery size. As the size of a
battery of a given system is reduced, the cost per milliampere-hour of
operation is proportionately increased. This increased cost per milliampere-
hour results from nearly constant labor cost as the cell size goes down and
from the decreasing percentage of active material possible as the cells be-
come very small.

Figure 2 shows that battery cost per milliampere-hour, based on 1966 retail
prices in the United States, increases rapidly as the cubic volume of the
battery drops, particularly in the very small sizes.

The designer’s problem is to choose a battery that will provide some reason-
able cost per hour of operation, perhaps in the vicinity of 0.5 to 1.0 cents
per hour, and still achieve the cosmetic effect that the purchaser demands.
Actually, if it weren't for the cosmetic problem, there is very little limit to
possible reduction in hearing aid operating cost.

As size goes down, certain acoustical compromises must sometimes also
be made. Generally speaking, and as applied to ear-level aids particularly,
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the smaller the aid, the lower the gain. This situation does not generally
cause a serious problem to the wearer; it simply means that, at any point in
time, the person with the milder hearing loss can wear a smaller aid.
Although there are other reasons, perhaps the prime reason for lowered gain
as size is reduced is feedback - acoustical, mechanical and magnetic. When
a microphone is placed close to a receiver, the designer has problems. Well-
designed vibration isolating mounts are needed on both receiver and micro-
phone to prevent mechanical feedback. Partitions and prevention of sound
leakage are needed to stop acoustical feedback: Shielding is required to
avoid magnetic feedback and is fortunately built into good transducers.
Mounts and partitions take space and thus definitely influence size.
Proper feedback control is extremely important to hearing aid quality, even
when the hearing aid is not “whistling”. Figure 3 shows the effect of a too-
stiff microphone mount in an experimental ear-level aid compared with a
properly designed mount. Although not actually “whistling”, the gain ”spikes”
caused by positive feedback would certainly not improve the transient
response of the aid. The smooth curve is “normal”.

Output of a hearing aid is related very closely to the battery voltage and
current and thus to practical size.

With respect to frequency response, the downward trend in size has not had
a particularly compromising effect in the body-aid category. In fact, body
aids are available today with exceptionally good response characteristics.
However, when the overall progression of body hearing aids on through ear-
level aids over the years is considered, there has been somewhat of a trend.




205

This trend has been due largely to the constant reduction in hearing-aid
microphone size. As microphones have come down in size, the low-frequency
response in ear-level aids has, in general, dropped. Added to this is the drop
in lows resulting from smaller capacitor sizes sometimes used in very tiny
aids. This trend is illustrated in Figure 4, that shows several response curves
with dates. (Curves made without “filters” that usually smooth response.)
This trend toward less low-frequency response in ear-level aids has not
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Figure 5. Eyeglass hearing aid with unitized elements for rapid servicing. Amplifier
is sealed in stainless steel cartridge.

been particularly detrimental for two main reasons. First, hearing aids are
now being primarily supplied for sensorineural losses, many of which exhibit
an audiogram falling with frequency and so require less low-frequency
amplification. Second, there has been a significant extension of the high-
frequency range above 3 KHz, which contributes to discrimination for those
with usable hearing there.

Have reliability and serviceability suffered as a result of the constant trend
downward in size? It cannot be denied that there is a relationship between
size and reliability in some areas. For example, one of the chief causes of
hearing aid failure is excessive shock to the transducers. Dropping an aid
on a hard floor can produce accelerations of 2000 to 4000 g's on the trans-
ducer. By allowing much more space around the transducers for shock
mounts, the incidence of transducer failure can be made negligible. On small
aids, a cosmetic compromise related to reliability must again be made.
Reliability of discrete components, such as capacitors, resistors and transis-
tors have not been reduced because of size reduction. Volume controls have
remained remarkably good. Reports on hearing aids using integrated or hybrid
circuitry-indicate high reliability.

Protectidn of the hearing aid from perspiration remains an important factor
in reliability. The amplifiers of some recent aids have been built into sealed
-containers to greatly reduce this problem. One of these is shown in Figure 5,
where the amplifier, removable for servicing, is contained in a stainless steel
cartridge, while the microphone, also serviceable, is in a sealed plastic
compartment ahead of the ear.

There is available today perhaps the widest selection of hearing aids ever
available, smaller in size and cosmetically more attractive than ever before.
In addition to “standard” body and ear-level aids, there are many special
purpose hearing aids obtainable with such features as extended low-frequency
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response, AVC, extremely reduced low-frequency response, and “CROS”.
One of the very successful hearing aid systems that size reduction has made
possible is the binaural aid, now used extensively in the eyeglass, behind-ear
and in-ear forms. In spite of this wide range of available aids, | can see no
real bottlenecks that would limit future development. There are, however,
some definite needs in future development. We need improved transient
characteristics, and the smoother response curves that go with them. We
need continued attention to low harmonic and other types of distortion in
the design of aids, and we need all the reliability and serviceability that can
be built into a hearing aid. )

At least some of the trends of the future can be estimated from Figure 6,
which shows the percentage of different types of hearing aids sold in the
United States as reported by the Hearing Aid Industry Canference. Eyeglass
and body aid percentages are still on a slight downtrend but nearly stable
at 30% and 17% of the market, respectively. Behind-the-ear sales are still
increasing slightly at 46%. The in-the-ear aid, dormant at a very small per-
centage of sales for years, doubled its position from 3 to nearly 6% in the
first half of 1965 and may well rise to a very significant percentage of sales
in a very few years.

About ten years ago, | defined a hearing aid as an ultra-small electro-acoustic
device that is always too large, that has to faithfully amplify speech a million
times without bringing in any noise, that has to work without failure -in a
flood of perspiration or a cloud of talcum powder, or both, that one usually
puts off buying for ten years after he needs it because he doesn't want
anyone to know he is hard of hearing but which he can't do without for
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thirty minutes when it needs serviced. To the flood of perspiration and the
cloud of talcum powder, | would like to add, to include the in-ear aid, an
avalanche of earwax!
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ITEM 4. LETTER FROM JOHN J. KOJIS,'! PAST PRESIDENT, HEARING
AID INDUSTRY CONFERENCE, INC.

HEeARING AID INDUSTRY CONFERENCE, INC,,
Minneapolis, Minn., October 11, 1967.

DEAR SENATOR WILLIAMS: Some years ago I had the pleasure of hearing an
address you gave at the New Jersey Hearing Aid Dealers convention. In the
discussion we had following your address, you indicated to me the concern you
had about the problems of the elderly members of our country. I sincerely hope
the answers we have to the questions raised in your letter of September 28 will
be of help to you and your committee in solving the problems of the aged.

To answer your questions in the order they appear in your letter:

1. List the hearing aid manufacturers that are now members of the Hearing
Aid Industry Conference.® :

A list of hearing aid manufacturers now members of the Hearing Aid In-
dustry Conference is attached.

2. Can you give a breakdown of the production of hearing aids by units and
type, manufactured over the last five years?

We are attaching a table showing the HAIC statistical information on hearing
aid sales over the past five years. These figures are not necessarily the number
of units manufactured; they are rather the number sold as reported by HAIC
members and estimated sold by non-HAIC members.

3. Are figures available on manufacturers’ selling prices over the last five
years? Where price increases are listed, if they are the result of wage and
material cost increases, please specify.

HAIC makes no effort to get information on manufacturers’ selling prices.
This ig strictly a matter of concern to the individual manufacturer and HAIC
makes no efforts whatsoever to collect price information or to influence prices
in any way.

4. List the overall earnings and profits records of the hearing aid industry for
the last five years.

Information on overall earnings and profits records of the hearing aid industry
is again a private matter for the individual manufacturer. HAIC makes no effort
to gather any such information; it would be best secured from the individual
firms.

5. Are figures available of the established manufacturer distributor relation-
ship of HAIC members? If such a relationship does exist with a distributor-
retailer, is it under an exclusive dealer franchise or on a non-exclusive basis?

Here again, the manufacturer-distributor relationship is an individual matter
between a manufacturer and his own distributor organization. The type of rela-
tionship varies from manufacturer to manufacturer and is not considered a
matter for HAIC study or concern.

6. Do any member firms of the HAIC submit their finished hearings aids to
standards and evaluation tests by laboratories such as the National Bureau of
Standards, or others? Whichever is applicable, please specify.

A great many member firms of HAIC submit their finished hearing aids to
‘evaluation tests by the National Bureau of Standards under the Veterans Admin-
istration program. HAIC has been very active in the field of establishing standard
test methods for hearing aids and many of their engineer members have served
on committees of the USA Standards Institute to set up standard test methods.
At the present time, there are two principal hearing aid test standards available
from the USA Standards Institute. The first of these is USA Standards S3.3-
1960, Methods of Measurement of the Electroacoustical Characteristics of Hear-
ing Aids. The second is USA Standards S3.8, Standard Method of Expressing
Hearing Aid Performance.

It should be pointed out that as a result of standardization of hearing aid
test methods, it is possible for a great number of laboratories in the United
States and elsewhere, to measure hearing aid performance in a consistent man-
ner. Practically every hearing aid manufacturer has accurate equipment for
this purpose and almost all manufacturers make performance information avail-
able in detail for anyone who is interested.

7. What percentage of member firms of the HAIC are now participating in
the Veterans Administration evaluation tests program?

1 See pp. 68-97 for testimony.
2In committee files.
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No survey has ever been made of HAIC member firms in terms of whether
they participate in the Veterans Administration evaluation test program. This
again is matter of individual choice as far as the manufacturer is concerned. A
guess would be that the majority, possibly the large majority, of HAIC member
firms do participate in the Veterans Administration test program. The only
source of this information, we believe, would be the Veterans Administration.

8. What is the current status, in broad terms, of the technological develop-
ments in the hearing aid industry? )

The technological developments in the hearing aid industry have been both
rapid and of importance. The hearing aid industry is taking advantage of many
new developments in the semiconductor field and is making available an ex-
tremely wide range of types and performances in hearing aids currently avail-
able. Some idea of the trends and accomplishments of the industry may be
obtained from the attached reprint from the International Journal of Audiology.
The industry is not only producing the smallest hearing aids ever made, but it is
also producing hearing aids having the highest acoustical and electrical per-
formance characteristics ever available. There has never been a time in history
when the total range of hearing aid types available for specific hearing aid im-
pairments has been so great.

9. You also asked if we could provide further information on the operation,
goals, research and prospects of the hearing aid industry.

- With respect to the goals of the hearing aid industry as represented by HAIC,
I would say that our primary goal is to see that the public is well served. If
this goal is attained, the success of our industry is assured. HAIC has, in co-
operation with the hearing aid dealers organization, developed a code of ethics
for the hearing aid industry that was adopted first in 1953 and then later
revised in 1965 by the Federal Trade Commission as the Fair Trade Practice
Rules for the industry. The industry was instrumental in increasing educa-
tional opportunities for hearing aid dealers until this work was taken over by
the National Hearing Aid Society, a dealer group. We have, as was mentioned
previously, been very active in the field of measurement standardization. We
have been collecting statistical information on hearing aid sales as an important
function of the association.

. As far as the prospects for the industry are concerned, the statistics show
that growth is at a very slow rate, but there does seem to be a fairly steady
growth in recent years. We believe that the dedication of the people in the
industry to solving the problems of those hard-of-hearing people who need
hearing aids is such that the outstanding technical achievements of the past

. many years will continue and that we will see greater public acceptance of

. hearing devices during the next several years.
Very truly yours,

. JorN J. KoJis, President.
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ExHIBIT A. TYPES OF HEARING AIps SoLD IN UNITED STATES PLUS U.S. EXPORTS
(HAIC DaTta), 1962-66

Body Eyeglass Behind the n ear Total
ear

1962 ﬁﬁrst 6months).................. 36, 461 57, 166 64, 641 6,732 165, 000
1962 (second 6 months)___..._.._..____. 37,296 60, 850 77,227 4,058 179,431
Total o iieieaao. 73,757 118,016 141, 868 10,790 344,431
Percent. ... 21.4 34.3 41.1 3 e
1963 (first 6 months) 33,925 60, 358 76, 443 2,873 173,599
1963 (second 6 months).. 38,945 64, 875 80, 962 4,998 189,780
Total_..._._... 72,870 125,233 157, 405 1,871 363,379
Percent. .. . .ooioaollo 30.1 34.6 43.4 2.2 e
1964 (first6 months).._....____._.____ 33,839 63,734 84,189 4,993 186, 755
=171 ) VU 2.67 e
1964 (second 6 months)___.___________. 41,067 60,722 92, 808 6,097 200, 694
Total .. 74,906 124,456 - 176, 997 11,090 387,449
Percent_ ... ... 19.3 32,1 45.6 2.9 ceeeiens
34,755 58, 952 92,274 115122 198,149
"""" 33,196 756,213 92,305 13,608 195,382
........................................... 6.9 ...
67,951 116, 225 184, 579 24,776 393,531
17.3 29.5 46.9 6.3 ool
29,484 50, 036 97,041 21,238 197,799
14.9 25.3 49 10.8 100
31,458 49 284 104,678 17,088 202,508
is.5 543 51.7 8.5 100
60, 942 99, 320 201,719 38, 326 400, 307

ExHIBIT B. HEARING AID INDUSTRY FAcT SHEET FROM DANIEL J. EDELMAN, INC.,
CHIcAGO, ILL.

PROBLEMS OF THE HARD oF HEARING IN THE UNITED STATES®

The Extent of the Hearing Problem

One out of ten Americans, nearly 20 million, has some degree of hearing loss.
Yet only 1.5% of this number are totally deaf.

The Hearing Aid Industry Conference reports that an estimated five million
people have a hearing loss of sufficient degree to require help by medical, surgi-
cal or electronic means.

According to the Conference, several millions suffer a loss sufficient to require
a hearing aid but do not avail themselves of this help. The major reasons for
this are vanity, misconceptions about deafness and prejudices which date back
to the time when modern, efficient and inconspicuous hearing aids were not
available.

The average person with correctable hearing loss will generally wait several
years before taking action. This waiting period represents a major loss to the
productive economy of the U.S.

One out of four job applicants in industry has some degree of hearing loss,
according to figures compiled at an industrial noise conference in New York.

Hearing Problems in Children

Incidence of hearing loss in children of school age has been variously estimated
at from three to five per cent of the total school enrollment. Probably one per
cent will have permanent hearing loss of a handicapping nature. The education
of the deaf in the United States remains a dual system.

About 30 years ago, in recognition of the educational lag of the deaf child,
the age of school entry was lowered to three years. Thus, the nursery school
for the deaf, or the pre-school program for the deaf, began to be established in

1 Authority for the following is the Hearing Aid Industry Conference.
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connection with the city school programs for the deaf. The residential school
on the other hand, usually enrolls its pupils at the age of five or six years when
health habits are self-established and separation from homes might be less
traumatie. i

Amplified sound has been used for many years in many schools for the deaf,
in the form of group hearing aids. The use of individual hearing aids for deaf
children, however, has been meager. :

A number of erroneous ideas still exist which can actually impede assistance
to the hard-of-hearing child:

Supposition: A precise threshold audiogram is a prerequisite for the “fitting”
of an aid, and a child must wait until his lack of speech (usually 12 to 24
months old) indicates a hearing problem.

Fact: The hard-of-hearing or deaf child can be identified long before he is
one year old, and an aid can be fitted at that time to help him develop early
speech patterns.

Supposition: The aid recommended for a child is chosen on the same basis as
one chosen for an adult with an equivalent hearing loss.

Fact: A child’s hearing loss and his resulting requirements are distinctly
different from an adult with an equivalent loss. All assistance, including a hear-
ing aid recommendation, is determined with this in mind.

Supposition: The use of one aid (unilateral) is sufficient and as beneficial as
the use of two (binaural) aids.

Fact: Some hard-of-hearing children suffer such a significant loss in both
ears, that the single hearing aid in the weaker ear provides only token im-
provement in the child’s ability to distinguish meaningful sounds. In such cases
only a binaural aid will give real help. :

The Loneliest of Losses

Helen Keller once said in an interview with a New York Times reporter:
“Deafness is even more isolating than blindness.” This from one who has lived
her whole life with neither sight nor hearing.

Though temporary blindness can be experienced by merely closing the eyes,
it is impossible to exclude all sound—external and internal—from normal ears.
It is because of this that a person with full hearing cannot understand the lone-
liness and isolation experienced by a person with a serious hearing loss.

Because a deafened person cannot hear all that is going on, the first reaction,
in a gradual hearing loss, is that people are not talking loudly enough, or that
they are mumbling. Often the sufferer begins to suspect that others are talking
about or ignoring him.

Actually, people to tend to avoid a person who has trouble hearing. Constant
requests for repetition and frequent irrelevant answers tire and annoy many
people. Friends, co-workers, even members of the family, avoid or ignore him,
thereby confirming suspicions and the sense of isolation.

Feelings of frustration, loss of self-confidence, sense of social isolation and
fears of losing one’s mind are all common emotional side effects of neglected
hearing loss. ) =

These naturally cause behavior which is “different” such as withdrawal from
active social and family life, and thereby confirm common beliefs that deaf
people are “peculiar.” )

Complete or partial restoration of hearing, usually through the use of a
hearing aid, will result in this restoration of normal personality and ability to
function. The actual physical loss may still remain, just as it does with impaired
vision corrected by eyeglasses, but the simple electronic correction largely elimi-
nates any physical or emotional handicap.

Indications of a Hearing Loss

Only a medical hearing specialist or audiologist can tell the extent and kind
of a hearing loss one might have. But if a person:
prefers the television turned up a little louder than anyone else in the
room,
complains that people are slurring their words or mumbling more than they
used to,
habitually turns one side of his head toward a speaker,
unduly concentrates on the speaker’s face, changes his speech pattern,
tends to misinterpret,
continually asks people to repeat words or phrases,
is bothered by a “ringing” in the ears or other head noises,
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has trouble hearing at the movies, at church or at other public gatherings,
finds it difficult at tirhes to locate the source of a sound
it may be that he has some kind of hearing loss. He should have his hearing
examined by a physician or tested by an accredited audiologist.

How Do We Hear?

The hearing mechdanism is made up of four parts: The external ear, the
middle ear, the inner ear and the nerve pathways to the brain—part of all body
systems.

Ezternal Ear.—This consists of the auricle (the only part on the outside of
the body) and the external ear canal. The auricle collects sound waves and
transmits them through the canal to the ear drum.

Middle Ear.—Bounded externally by the ear drum, the middle ear consists
of three little bones; the hammer, anvil and the stirrup (malleus, incus and
stpes), which transmit sound vibrations to the inner ear. (Interestingly, these
are the only bones of the body that are fully developed at birth). The eustachian
tube, connecting the middle ear to the throat, equalizes the pressure between
the middle ear and the outside air. With changing pressures, a fullness or
“popping” sensation indicates that the pressure is not even. Swallowing or
yawning opens the eustachian tube and pressure is equalized.

Inner Ear.—This consists of two sections separated from the middle ear by a
round window and an oval window. In one section, the semicircular canals,
. filled with fluid, act as the body’s chief balance mechanism. The other section
consists of the cochlea, which by means of 25,000 to 30,000 nerve cells with fine
hair-like endings, converis vibrations to nerve impulses and enables us to
distinguish pitch and a third of a million pure tones. Sound vibrations are
converted to nerve impulses which are transmitted by the nerves.

Nerve Pathways to the Brain.—Minute nerves merge to form the auditory
nerve, which carries impulses to the brain. It is here that these impulses are
perceived.

Types of Hearing Impairment

There are two principal types of impairment; conductive and sensorineural
(sometimes called perceptive). If the hearing loss occurs in the external canal,
the ear drum or the middle ear, it is described as conductive. If the trouble
lies in the inner ear or in the nerve pathways, there is a sensorineural-type loss.
When both the inner and middle regions are invloved, a mixed-type hearing
impairment is present.

Causes of a Hearing Loss

Some of the major causes of impairment of hearing are continuous colds,
heredity, severe diseases which affect the acoustic nerve, allergies, loud noises,
swimming in polluted water, obstructions, violent nose blowing, old age, a blow
to the ear, some drugs and high fevers.

Ezternal Ear.—The most common condition of the outer ear that might lead
to hearing impairment is impacted wax. This can cause a mild temporary con-
ductive loss and may lead to a permanent loss, if neglected. In the early stages,
a simple flushing by a physician is all that is required for correction.

Ear Drum.—The ear drum can be harmed in a number of ways: Explosions,
a blow to the ear (even by a big wave at the beach), abscesses and infections,
diving too deeply, cleaning with a sharp instrument.

Afiddle Ear.—Hearing trouble may arise out of an inability of the three little
bones (hammer, anvil and stirrup) to vibrate due to infection, arthritic disease,
dislocation or presence of tinid, Chronic Otitis Media.

The most common type of middle ear trouble, otosclerosis, is caused by a
bony tissue growing around these bones. (In some cases this will yield to
surgical treatment—as described in the next section.)

A common cause of trouble among children is enlarged adenoids and tonsils
which plug the eustachian tube and cause a slight conductive hearing loss. If
not alleviated, this condition might lead to infection and permanent hearing
loss.

Inner Ear.—A sensorineural or perceptive-type loss, caused by difficulties in
the inner ear, is considerably more serious than a conductive hearing loss, as
it usually involves a higher degree of impairment and is not as easily corrected.
It is in this area that an “old age’” loss usually occurs. Nerve endings and fibres
gradually atrophy and cannot respond to stimulation. With a hearing loss (in
contrast to deafness) not all of the nerve endings have atrophied.
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A series of very intense noises, or loud sustained noise, may also permanently
injure these fibres. Occupational deafness, such as that experienced by boiler-
makKkers, riveters, and soldiers, e‘:emphﬁes this type of hearing impairment.
Many metropohtan taxi drivers suffer a lovs of hearing m their left ear due to
the constant noise of traffic.

Other causes of loss in this portion of the ear include congenital defects
infections, drug sensitivities, (alcohol. quinine, streptomycin) and injuries

such as skull fractures. Recently. lack of certain vitamins have been listed as’

a cause.

Corrections of Hearing Losses

Medical.—Tremendous strides have been made in the past decade in the surgi-
cal treatment of several types of deafness. Operations that were once considered
too delicate and were largely abandoned are now fairly common, due to increased
knowledge and technical advances. Recovery from ear operations is usually
rapid, and restored hearing is often the resuit.

A few years ago the Fenestration or “window” operation and the Stapes
Mobilization operation for otosclerosis cases received much publicity.

In the Fenestration operation, a new opening is made in the inner ear. Sound
vibrations then bypass the immobilized stapes area and utilize the cochlea and
the balance organ for stimulation and transport of the hearing impulse.

The Stapes Mobilization operation involves opening the ear drum to expose the
fixed stapes. The doctor then “jiggles” the stapes until it becomes movable.

Recently, however, the Shea operation and its many variants is the almost
exclusive operation for otosclerosis. The basic technique is the removal of the
stapes, the opening of a fenestra or window at the footplate of the stapes, and
the application of a graft (usually a vein graft) at the fenestra.

A polyethylene, stainless steel or teflon plastic strut is used to effectively
“replace” the removed stapes.

Two other operations, Tympanoplastics and Myringoplastics have also been
developed in recent years. Tympanoplastic operations are a series of operations

for the correction of middle ear problems other than otosclerosis. The Myringo--

plastic operation is for the grafting of a perforated tympanic membrane.

Some very severe losses which formerly could not be helped by a hearing aid
are now correctable by surgery to the point where the patient can use a hearing
aid. There are now a great number of people, cnce profoundly deaf, who have
been helped in this fashion.

Electronic.—The use of a hearing aid will help in most nerve-type losses and
will help in all cases of conductive loss.

A person needs a hearing aid if his hearing loss in the speech range is 30
decibels or greater in his better ear. However, there are also instances of need
for amplification in unilateral losses and for losses worse than 20 decibels.

In many cases, particularly if there has been a progressive loss of sound, a
period of readjustment is necessary for the individual to become accustomed to
the wearing of an aid.

The return of all the noises constantly surrounding us—sounds the hard-of-
hearing person has forgotten—is often a confusing experience.

A person with newly regained hearing often finds it quite difficult at first to
separate the important from the unimportant sounds. This is somewhat like the
wearing of glasses for the first time. One is hesitant about driving—or even
walking—until he becomes accustomed to his increased visual acuity.

Children, particularly those who suffered hearing impairment before they were
old enough to talk and to recognize meanings of sound, need highly specialized
training and education, frequently in special schools, as well as sympathetic
assistance to adjust to hearing. It is often wise for the new user to wear his
hearing aid for only short periods at the beginning, and then gradually build up
to complete use.

What Hearing Aids Can and Cannot Do

Hearing aids cannot cure deafness, any more than eyeglasses can cure blind-
ness. The damaged areas of the heanng centers cannot be restored through the
use of a hearing aid. An aid, though, can compensate for the hearing loss, and can
restore to the hard-of-hearing the social and business advantages that were lost.
It can also rectify personality maladjustments brought about through a hearing
loss.

There is no need to fear wearing a hearing aid constantly. Through use, the
hearing aid wearer becomes so adjusted to his aid that he comes to depend on it.
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This is t:he ideal situation. People are dependent on glasses, but everyone prefers
this dependency to poor eyesight.

Hearing Aid Age

The close identification of a hearing loss with aging is a widely held fallacy.
Hearing, like every other faculty, tends to deteriorate with advanced age. But
hearing impairment knows no age limits; it can occur at any age for a variety
of causes. Age-related hearing loss is usually gradual and may tend to be the
most neglected . . . therefore the most obvious to other people.

Perhaps because of this undue association with the aging process, many people
subconsciously equate poor hearing with a loss of sex appeal and virility. This,
of course, is groundless.

A generation ago, Dorothy Parker wrote, “Men seldom make passes at girls
who wear glasses.” It took a good many years to accept glasses—another mechani-
cal sensory aid—as commonplace. |

Slowly, but with gathering momentum, hearing aids are finding similar casual
acceptance. People are learning that tense, strained facial expression are far
more “aging” than is the wearing of an aid, and irrelevant answers to questions
are far more labeling. Today, in fact, men are finding that modern hearing aids,
particularly the sturdy eye glass types, can add ‘“‘stature.”

Special Training for the Hard of Hearing

Auditory Training.—This is one of the most important fields for assisting the
hard of hearing. If one has had a hearing loss for some time, certain high fre-
quency sounds may be forgotten. For example, the word “biking” may sound
like “buying,” and there’s a good chance that one has been tending to pronounce
it that way.

Hearing with an aid for the first time will place the person in an unfamiliar
world—because the language seems unfamiliar. The more gradually the hearing
has been lost the more shocking will be its return. However, with the assistance
of specialized speech therapy, return of correct speech will come rapidly after
hearing has been restored.

Special classes frequently exist in public schools so that children with hearing
problems can receive special instruction. Individual hearing aids permit these
children to learn faster and to later take their place in a regular classroom.

Lip Reading.—This, too, is helpful to everyone who has a hearing problem.
All of us practice lip reading to a certain extent whenever we face someone who
is speaking. The higher development of this skill in those with a hearing de-
ficiency makes it possible to fill in the gaps the ears miss. Where hearing ability
is not likely to improve, it is wise to prepare for an eventual heavy loss. Lip read-
ing classes are available in most large cities.

What is a Hearing Aid

A hearing aid is any device which channels sound into the ear. The most
primitive form of hearing aid, and one that is still used unconsciously, is simply
the hand cupped around the ear. Palm leaves—extensions of the hand—were
often used in primitive times, and from these evolved the ear trumpet, now rele-
gated to the status of a period prop.

The earliest electrical hearing aid was a huge device larger than many present
day console television sets. It actually weighed more than the person using it.
Even so, it was a vast improvement over the ear trumpet.

The Modern Hearing Aid

The modern hearing aid is basically a sound amplifier; a miniature communi-
cation system which picks up, amplifies and transmits sounds to the ear. Using
electrical energy supplied by batteries, it converts sound waves into electrical
signals, “steps up” these signals many thousands of times, and then converts them
into amplified sound.

Hearing aids of reasonable dimensions using vacuum tubes (and effective
enough to help nerve-type hearing losses) made their debut shortly before 1940.
Early aids often measured five by seven inches, despite the fact that batteries
were in a separate housing. The unit was bulky, and expensive in terms of bat-
tery replacement. However, it was still a substantial benefit to those who pre-
viously could not hear.

In 1953, the germanium transistor was developed for the hearing aid industry.
Today, practically all hearing aids employ the new silicon-type transistor, either
singly or in integrated circuits. These transistors are almost unaffected by mois-
ture or temperature and require fewer circuit components.
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Transistors have an average life of almost 100,000 hours, or about 17 years’ aid
use, and that is another reason why they have completely replaced vacuum tubes
in hearing aids.

As a result of the development of transistors and increasing progress in gen-
eral component miniaturization, operating costs of some hearing aids have been
reduced more than 90 per cent, and general efficiency increased by more than 3G0
per cent, during the last 10 years.

In the last few years the introduction of the eyeglass type, has brought the aid

right up to ear level. Subminiature components are incorporated into the frame
(or frames, for binaural hearing), which are just slightly heavier than those of
regular glasses. Bows and their extensions are purchased from the hearing aid
dealer, and front frame and lenses are fitted by the optometrist or optician. A
large selection of styles are available, many of them very stylish.

Another relatively new aid is the behind-the-ear model, with only a little plastic
tube leading into the ear mold.

Several aids are designed so they can be covered by a woman’s hairdo. Others
are built into little barrettes, jeweled brooches, or even tie clasps (for men). For
those with mild hearing losses, there are aids that fit completely in the ear (see
recent developments section).

Hearing aids have become progressively lighter and smaller as they have been
improved. Body hearing aids with batteries, have been coming down in size at a
very constant rate. Eyeglass, behind-the-ear and in-the-ear aids, are dropping in
weight each year.

Modern hearing aids further insure that no activities are curtailed for the
hard-of-hearing. New models are designed to fit so snugly and be so rugged that
all but the roughest sports can be indulged in with complete freedom.

Most Recent Development in Hearing Aids

The introduction of the monolithic integrated semiconductor circuit has made
it possible to reduce the size of hearing aids, and in general, increase the economy
of use of a hearing aid.

Monolithic circuits, or integrated circuits, have also increased the reliability of
hearing aids, while service problems have decreased considerably. One hundred
or two hundred hours on a- $0.33 battery is not uncommon. In general, a saving of
509% in battery life has taken place.

The all-in-the-ear aid has now made it possible for people to have an aid which
is quite inconspicuous. Many hearing losses can be corrected with the all-in-the-
ear aid. This recent development in hearing aids is a far cry from the large bulky
units used in the 1930’s and 1940’s.

In 1966, the front-facing microphone, as used in the behind-the-ear and eyeglass
hearing aids, was formally accepted and is an improvement over the microphone
placement that was used previously. Persons can now hear sound that is origi-
nating in front of them, both clearer and better.

Technological improvements have been made in automatic volume control dur-
ing the past few years. This has meant a great improvement for persons who have
ears sensitive to loud sounds. It protects them from loud bursts of sounds and
makes a hearing aid more comfortable and easier to use.

The top facing microphone used in body aids has been an improvement also—
it has eliminated some clothing noise and has made it much simpler for people to
use pocket worn aids.

“CROS” hearing aids have recently been introduced to pick up sound on one
side of the head and conduct it through a small plastic tube into the entrance
of the open ear canal of the opposite normal or slightly impaired ear. This re-
sults in a vast hearing improvement when the speaker is on the “dead ear” side,
particularly in noisy environments. It has brought back nearly normal hearing
to those with unilateral hearing loss who were previously considered unaidable
with a hearing aid. Both eyeglass and behind-the-ear “cros” models are available.

Code of Ethical Trade Practices

A Code of Ethical Trade Practices has been prepared and is subscribed to by
manufacturers of hearing aids and components and by hearing aid dealers. It is
a voluntary effort that signifies their intent to provide the best possible service
to those who are hard of hearing as well as to the general public.

The Code states that all advertising and public announcements covering hear-
ing aids and other industry products relating to performance, appearance,
benefits, elements and use will state only the true facts and will not, in any way,
attempt to misrepresent products or mislead the consumer.
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Industry members engaged in dispensing hearing aids are to provide thorough
and ethical consulting services, including appropriate testing and proper fitting
of a hearing aid most suitable for the particular type of loss.

The members of the hearing aid industry are pledged at all times to provide
the best possible service to the hard-of-hearing, offering counsel, understanding,
and technical assistance contributing toward their deriving the maximum benefit
from their hearing aids.

In addition, the members of the hearing aid industry have agreed to constantly
engage in independent and combined research, cooperating whenever possible
with medical and other professional individuals and societies to employ the
maximum accumulation of scientific knowledge and technical skills in the
manufacturing, distribution and fitting of hearing aids.

Whatis HAIC?

The Hearing Aid Industry Conference is the national association of manu-
facturers and distributors of hearing aids and components, working together to
establish and maintain ethical standards in the industry, promote public under-
standing, encourage scientific study of hearing and hearing disorders, promote

the exchange of information in the field of hearing and extend assistance to or-

ganizations or individuals with the same objectives.

ITEM 5. MEDICARE AND MEDICAID CONSIDERATIONS, BY ROY F.
SULLIVAN,* NEW YORK STATE SPEECH AND HEARING ASSOCIA-
TION

DEAR SENATOR CHURCH :
T % * * * * * *

One of the themes of the two days’ testimony seemed to stress the importance
of the role of the hearing aid dealer in the face of a relative dearth of Pro-
fessional Audiologists. However, my testimony indicated that certain strictures
within Title XVIII and Title XIX prevent the aged hard-of-hearing patient
from availing himself of the Professional Audiologist’s services even when they
are geographically convenient to him. The situation I described as existing in
New York City is such a case in point.

The specific inclusion under both the Medicare and Medicaid programs of the
following services performed by the Professional Audiologist:

(1) audiological diagnostic testing,

(2) hearing aid evaluation, and

(3) hearing rehabilitation (including speech therapy where needed)
will be a key step in making these valuable services available to this most
worthy segment of our hearing-handicapped population. In addition, it will
provide the impetus for more hospitals to expand their scope of treatment to
include Audiology, thereby encouraging more persons to enter this highly special-
ized profession.

* * * » * * *

Yours very truly, -

Roy F. SULLIVAN.

ExHIBIT A. THE REVISED SOoCIAL SECURITY REGULATION

6104.3—Otologic Evaluations. Diagnostic testing performed by a qualified
audiologist is covered as “other diagnostic tests” when a physician orders such
testing for the purpose of obtaining additional information necessary for- an
evaluation of the need for and/or appropriate type of medical or surgical treat-
ment for a hearing- deficit or related medical problem. (Medical or surgical
treatment means treatment by other than a hearing aid.) Thus, for example,
diagnostic services performed by a qualified audiologist to measure a hearing
deficit or to -identify the factors responsible for the deficit would be covered
where such services are necessary to enable the physician to determine whether
otologic surgery is indicated. However, 1wchere the medical factors relating to an
evaluation of appropriate medical or surgical treatment are already known by the

*See pp. 97-117 for testimony.
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physician and the diagnostic services are performed only for the purpose of
determining the need for and/or the appropriate typc or specifications of a
hearing aid, the services would be cxcluded whether performed by a physician
or nonphysician (section 6120.7). Where the exact purpose of audiologic diagnos-
tic services cannot be determined from the audiologist’s or physician’s bill (or
other available information), this information should be obtained from the
physician ordering the examination (whose name must always be shown) so that
the Carrier may make the necessary coverage decisions.

ExHIBIT B. CONSUMER REPORTS,* MAY 1966

LETTERS FROM CU’s READERS
HEARING-AID DEALERS

I have read with much interest your article and recommendations on hearing
aids in the January issue. But I am greatly disappointed at your somewhat biased
elimination of some 15,000 to 25,000 people who take care of some 909 of the
Nation’s hard-of-hearing and have been doing this beginning in 1902.

I am a hard-of-hearing person myself, and a hearing-aid dealer. It seems to me
that it is about time that you recognize hearing-aid men for what they are—no
more honest or dishonest than any other group, but in fact highly trained people
skilled in fitting and servicing hearing aids, but most important versed in the
psychology of the hard-of-hearing and providing the only answer as to their
intense emotional and psychological problems.

M. M., New Orleans, La.

‘We have no doubt that there are a great many hearing-aid dealers who are all
this reader says. But we still feel that the prescription should come from a Cer-
tified ‘Clinical Audiologist, whose code of ethics precludes even a question of con-
flict of interest by clearly stating that he will not profit from the product he
prescribes. We aren’t, after all, steering business away from the hearing-aid
dealers: where else would the patient buy his aid? We are also sure that the
good dealer’s understanding and sympathy won’t be any less welcome to the
hard-of-hearing person because he has obtained his prescription from a Clinical
Audiologist instead of from a Hearing Aid Audiologist, the title used by some
dealer members of the National Hearing Aid Society.

[From the New York Post, Thursday, Feb. 15, 1968]
ExHIBIT C. CiTry MEDICAID CUTs HEARING TESTS

(By Joseph Kahn)

City Medicaid administrators have eliminated examinations by audiologists to
determine whether an adult needs a hearing aid, the New York Post learned
today.

Audiologists are the only specialists in the field of speech and hearing who are
qualified and equipped to make hearing tests and prescribe a specific type of aid
for a particular hearing problem.

In the past, Medicaid patients of all ages in need of hearing help were required
to go to a ear, nose and throat doctor and then to an audiologist who would send
him on to a hearing aid dealer with a prescrlptlon

Now, only a doctor. is Tequired to examine a patient to ascertain whether an
aid mlght help his comndition. From the doctor, the patient goes directly to a dealer,
skipping the audiologist.

The city’s new policy has brought a storm of protests from audiologists and
other speech and hearing experts.

“It is obvious the new ruling opens up the way for all sorts of abuses,” said
Roy Sullivan, chief of the Division of Audiology at Long Island College Hospital.
“Dealers are not qualified to make hearing tests and there is no provision for
follow-up and therapy.

“Most of the patients are older people. They are not getting 25-year-old ears at 75
years of age. They have to be taught how to use the aids, sometimes they need to
learn lip-reading. Dealers are not going to give them this kind of help.”

*“Hearing Aids” reprint of an article originally published in 1966 issue of Consumer
Reports, submitted by Dr. Sullivan, appears on p. 235.
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Donald Rubin, secretary of the Committee For Medicaid, said the hearing tests
should not be left to an “untrained” dealer to perform.

“I also would recommend the city sell the aids directly to the patients through
hospitals and hearing clinics, eliminating the middleman whose markups are
usually about 300 per cent.”

Many experts told The Post the city was persuaded to continue the examination
by audiologist for young people under the age of 21. “There is no reason older
persons shouldn’t get this service. They need it as much as children, often more,”
said one doctor connected with the city’s health services.

Dr. Lowell Bellin, executive director of the city’s Medicaid program, was
asked why an audiologist is no longer required.

“We found that there were long waiting lists at speech and hearing centers
for audiologists’ examination,” he said. “So I said to myself, why should some-
one wait a year for a hearing aid?

“I called in the best people in the field to get their views. Needless to say,
the audiologists were against any change, and for obvious reasons the dealers
felt differently.

“We finally kept the old rules for those under 21 years of age and if the ear, ‘

nose and throat man feels an adult should go to an audiologist, he is allowed to
send him.”

In practice, however, The Post has been told, the doctors have been sending
patients to dealers merely with instructions to be fitted for an aid, leaving it up
to the dealers to make the final decisions.

DEPARTMENT OF HEALTH, MEDICAID,
City of New York, February 6, 1968.

Dear Docror: Effective 2/1/68 Board Certified and Board Eligible Otolaryn-
gologists may request hearing aids for Medicaid patients using Form W-401
“Medical Service Order” form. The patient may bring the completed Form
W-401 directly to an authorized vendor. For homebound patients, the physician
should send Form W—401 to the vendor who can arrange for fitting and delivery.

Except for children under 21 years of age, referral to an approved Hearing
and Speech Center is no longer required. However, you may continue to refer
adult patients to Hearing and Speech Centers if in your judgment the patient
needs this additional service.

This change supplements Health Services Bulletin (10-1).

Thank you for your cooperation.

Very truly yours,
Lowerr E. BeELuiN, M.D.,,
Ezecutive Medical Director,
National Assigtance Program.

{From the New York Post, Mar. 13, 1968]
ExuiBIT D. LETTERs To THE EDITOR
FOR THE RECORD

The New York Hearing Aid Dealers Guild, in reply to a recent article which
stated that city Medicaid administrators have eliminated tests for a hearing aid,
would like to say that the previous system using Speech and Hearing Centers
was expensive, time-consuming and detrimental to the best interests of the
hard-of-hearing public. However, the new ruling which calls for examination by
an ear specialist, including whatever tests he deems necessary, the supplying of
a hearing aid appliance by an authorized vendor and the specialists’ follow-up
examination to determine if, in fact, the appliance is satisfactorily benefiting
his patient and any additional therapy that may be necessary, is the finest qual-
ity care ever.

The average adult, who has a simple hearing problem, so diagnosed by the ear
specialist, can go directly to a hearing aid dealer and be quite capably fitted in
a matter of a week. In the cold light of fact it is the dealer (hearing aid appli-
ance vendor) who is the most qualified person to fit, adjust, service and teach
the individual how to operate the hearing aids he supplies.

. DOMINIOK PORCELLI,
President, N.Y. Hearing Aid Dealers Guild.
98-912 0—88——15
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[From the New York Post, Mar. 25, 1968]
ExnHIiBIT E. LETTERS To THE EDITOR

A QUESTION OF HEARING

I take issue with a letter from the N. Y. Hearing Aid Dealers of March 13. It
would be costly for Medicaid and the unwary hard-of-hearing public if the
system using Hearing and Speech Centers were placed in the hands of the average
hearing aid dealer. :

Hearing and Speech Centers are qualified becduse of the testing facilities and
professional personnel having required educational background and competence.
In comparison, I found the average hearing-aid dealer competitive, and primarily
motivated by self-serving financial gain, the interests of the patient being only
second, if considered at all. ’ :

These conclusions are the result of personal experience when my father, 83,
was wrongly diagnosed by a hearing aid dealer—no notice taken of wax packed
in both ears—prescribed two overpowering hearing aids that distorted sound—to
the tune of $700—immediately signed to a binding contract upon first examina-
tion—with no trial period or recourse for justified grievances.

Only after subsequent consultation with an ear specialist and a work-up by
a Hearing and Speech Center, and because of their efforts and intercession,
my father was helped. : -

MRs. CLARA GOLDBERG.

ExHIBIT F. NEWs ROUNDUP

CLINICAL TRENDS IN OPHTHALMOLOGY, OTOLARYNGOLOGY, AND ALLERGY, VOL. é,
NO. 7, MARCH 1968

Otolaryngology.—In a surprise move, New York City Medicaid administrators
have ruled that adults no longer need a prescription from an audiologist to obtain
hearing aids.

Until mid-February, to qualify for Medicaid, patients of all ages seeking
hearing aids were required to see an otolaryngologist, then obtain a prescription
from an audiologist, which was filled by a hearing aid dealer. Now adults may go
directly from an otolaryngologist to the dealer, skipping the audiologist.

The reason for switching procedures. claims Dr. Lowell Bellin, executive direc-
tor of the city’s Medicaid program, “is the long waiting lists at speech and hearing
centers for audiologists’ examination.

“I wondered why someone should wait a year for a hearing aid, so we called
in the best people in the field to get their views. Needless to say, the audiologists
were against any change, and for obvious reasons, the dealers felt differently.”

FOR ADULTS ONLY

“We finally kept the old rules for those under 21 years of age; and, even with
the new ruling, if an otolaryngologist feels an adult should get to an audiologist,
he is allowed to send him.” Coe

The city’s new policy has brought a storm of protests. In the opinion of Roy
Sullivan, chief of the division of audiology at Long Island College Hospital, “the
new ruling will result in hardship for the patient with hearing loss, particularly
the elderly with presbycusis.

“Dealers are simply not qualified to provide the kind of testing and rehabilita-
tion training these patients must have in order to get practical use from hearing
aids. And with the new ruling, there is no provision for the required follow-up
and therapy.”

ExHIBIT G. NEW YoRK HEARING Amp DEALERS GUILD, INc.

Dr. WILBUR J. GoULD,
New York, N.Y.

Dear Dr. Gourp: Should you the Otologist or Otolaryngologist be relegated
to the background in the vital discussion as to whether your patient requires a
hearing aid? .

Until recently the City Health Department required Otolaryngologists to refer
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all municipal Hearing Aid cases to a Speech and Hearing Center for the decision
on amplifications.

This practice has been stopped by a recent decision of the Department of
Health which enables the Otolaryngologist to make the complete diagnostic
decision of what is best for his patient.

However, this directive by Lowell E. Bellin, M.D., which is enclosed, is under
attack by those who want the previous system reinstated as witnessed by the
newspaper article alzo enclosed. Dr. Bellin has resisted this pressure.

1f you agree with Dr. Bellin, we hope you will support him by mailing the en-
closed card along with your RX Form. This will be effective if done immediately.

Sincerely,
THE NEW YORK HEARING AID DEALERS GUILD, INC.

[From the New York News, Apr, 21, 1968]
ExHiBIT H. CoLOROTO MAGAZINE SECTION

LOUD BATTLE ON HEARING AIDS—EXPERTS DISAGREE ON SENIORS’ NEED FOR
AUDIOLOGICAL SERVICES

(By Jack Leahy)

SENIORS WHO NEED hearing aids are being short-circuited by Medicaid, says
Roy F. Sullivan, chairman of the New York State Speech and Hearing Associa-
tion (NYSSHA ) Committee for Hearing Care Under Medicaid.

Not so, argues Dr. Lowell E. Bellin, executive director of New York City’s
Medicaid program.

Here are the facts in the controversy. Decide for yourself who is right.

In order to get financial assistance for a hearing aid prior to Feb. 1 of this
year, an individual who qualified for Medicaid was required to go first to an ear,
nose and throat doctor for examination. If this physician deemed a hearing aid
was necessary, the patient went on to a hearing and speech (audiological) center
which prescribed an aid suited to his needs. Then, a dealer would fill the preserip-
tion.

After all this, the patient would have to retrace his steps to make sure he was
properly fitted. He would go back to the audiological center for evaluation of
his aid and training in the use of it. Finally, another checkup would be made by
his doctor.

“This procedure involved some very serious problems, particularly with regard
to elderly people,” claims Dr. Bellin. “First of all, there are only 10 approved
audiological centers in New York City. Staten Island has none and the Bronx
only one, Jacobi Hospital, where the waiting period for an appointment was 14
months.

“T could have lived with the situation in Manhattan where there were six cen-
ters and the waiting period averaged a couple of weeks. But it was obvious that
under this system, hundreds of New Yorkers were being denied any help at all
with their hearing.” :

To speed things up, Dr. Bellin decided to eliminate the middle man in some
cases. He decreed that the services of the audiological centers were no longer re-
quired for Medicaid patients who were over 21 years of age. Instead, the adult
patient was to go directly from his doctor to a dealer for a hearing aid.

“I got in touch with all of the groups concerned,” explains Dr. Bellin. “The
audiologists were 1009, for keeping things as they were and too bad about the
Bronx. Predictably, the dealers were for relaxing standards. They felt that it
wasn’t necessary to have an audiologist in for every kind of hearing aid. Ob-
viously, there was self-interest on the part-of both groups: .

“The otologists (ear specialists) were unanimous in their opinion that all peo-
ple under 21 should go to an audiological center. They were mixed in their
opinion -about those who were over 21. There were excellent men who favored
the old procedure and equally competnt physicians who felt the centers were not
indispensable for adults.

“After hearing both sides, we made our decision. But we didn’t deny doctors
the right to send adults to audiological centers. If the doctor wants a patient to
go, we'll pay for it. We just eliminated this step as a requirement for all.”




222

Roy Sullivan, who heads the Audiology Division of Long Island College Hos-
pital, feels that Dr. Bellin has discarded “the baby with the bath water.” He
cites the following among the reasons for his stand : ’

“First, older patients have as much, and often more, difficulty in adjusting to
the use of a hearing aid than children for whom the requirement of audiological
evaluation remains mandatory.

“Second, the otologist typically does not possess the facilities to perform the
necessary speech audiometry (hearing measurement) . . .

“Third, a dealer will test the patient and generally fit the «wid the patient desires
rather than (that which) he objectively requires. Cosmetic factors (usually)
motivate the unsophisticated hard-of-hearing patient to select the smallest rather
than the most appropriate aid . . .

“Fourth, the geriatric patient, with all of his concomitant problems of ad-
justment, gets short shrift by this arrangement. He is entitled to every bit of pro-
fessional service which is available. This must include evaluation and rehabili-
tation by the certified professional audiologist, -an individual who possesses a
minimum of a Masters Degree and often a Doctorate in hearing evaluation and
rehabilitation.” -

Sullivan’s solution to the waiting-list problem is to open more audiological
centers. He claims that such centers already exist at universities and hospitals
throughout the city and that they could be made available if they were approved
for medicaid patients. He suggests that the required mechanism of approval be a
committee of certified audiologists and otologists who could inspect and judge
the qualifications of these facilities. But Sullivan also admits there is an obstacls
to his plan.

“These potentially qualified professional audiological centers would be willing
to serve Medicaid patients,” he insists. “But justifiably, they do not wish to
accrete a financial deficit in the process. As yet, there is no established fee sched-
ule, as with medical laboratories, for services of the certified audiologist.”

Dr. Bellin, an articulate, dedicated administrator, says he has no objection to
discussing any plan whatsoever to relieve the situation.

“My decision on audiological centers has been criticized as being expedient,”
he complains. “Well of course it was. In the public health field, our ambitions
are limitless but our resources are limited. All of our decisions must be made on
the basis of expediency. We can’t be on cloud nine when it’s a matter of people
being well or sick or dead.

“When I read of a little old lady being knocked down by a car on the Grand
Concourse because she didn’t hear the traffic, when I read of people being seri-
ously burned in an apartment fire because they didn’t hear the pounding of
rescuers on their door. I can’t wait 14 months for something to happen. I have
to act. . )

“Right now, there is a shortage of ear, nose and throat men in New York City.
There is a shortage of private audiologists as well as hearing and speech centers.
As long as these services are in short supply, I believe kids should get first crack
at them.

“If, because of protests over my decision. public pressure is brought to bear
for additional health services, so much the better. But people will still want hear-
ing help today, not promises of help six or 12 months from now.”

ExXHIBIT I. DEPARTMENT OF OTORHINOLARYNGOLOGY, DIVISION OF AUDIOLOGY

SERVICES OFFERED BY THE AUDIOLOGY LABORATORY

1. Diagnostic Evaluation

(a) Information is made available to the Ear, Nose & Throat Specialist to aid
in determining the nature and extent of any impairment of hearing.

(b) Information is provided to the Neuro-Otologist, Neurologist and/or Neuro-
surgeon concerning the possible presence and site of a suspected tumor or other
pathology affecting the auditory neural pathways of the brain.

2. Audiosurgical Prognosis

The otologic surgeon is provided with information concerning the extent of
hearing restoration which may be anticipated from a successful audiosurgical
procedure,. -
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3. Amplification Prognosis

In cases where hearing impairment is not amenable to surgical or chemother-
apeutic intervention, an appropriate form of prosthetic amplification, or hearing
aid, is recommended. The Audiology Laboratory of The Long Island College Hos-
pital is the only Brooklyn Voluntary hospital facility approved for the recom-
mendation of hearing aids under the Medicaid program.
4. Auditory Therapy

Each hearing impaired patient using prosthetic amplification is administered
individualized auditory training, lip reading instruction and hearing aid orienta-
tion in order to assure derivation of maximum utility from the instrument.

5. Clinical Research

The Audioclogy Research Laboratory is constantly carrying out research on im-
proved audiological techniques. T'wo projects under current investigation are:

(@) A procedure for assessing the effectiveness of hearing aids in the pro-
foundly deaf patient.

(b) A technique for the detection of tumors or other pathology affecting the
higher neural pathways of the brain which subserve hearing.

GENERAL

The Audiology Laboratory presently processes more than 200 complete visits
per month, recommending more than 50 hearing aids in that same span of time.
Our patients typically range in age from 3 years to 93 years. It has been esti-
mated that there are some 200,000 individuals with hearing impaired to some
degree, residing in the Borough of Brooklyn.

ITEM 6. ADDITIONAL REPORTS FROM COLSTON E. WARNE*
PRESIDENT, CONSUMERS UNION

ExuieiT A. REPRINT FroM CONSUMER REPORTS, SEPTEMBER 1950 AND JANUARY
1951

DEAFNESS AND HEARING AIDS

On one point, the makers of expensive hearing aids are in substantial agree-
ment. Acousticon statesithe point in these words:

“Hearing defects are as varied . . . as visual defects. Both instruments and
methods of fitting . . . must be as precisely controlled as those employed by the
professional oculist.”

Maico adds:

“If your present aid sounds unnatural to you, chances are it was not fitted to
your individual hearing loss . . . Anaid that fails to take this vital medical fact

into account is like a pair of glasses purchased at a dime store.”

Audivoz, Beltone, Sonotone, and many other brands have found other phrases
for substantially the same point, while Otarion adds a dental comparison. Otarion
aids, it is alleged, are fitted “much as dentures and spectacles are fitted. . . .”

The makers of a few relatively inexpensive aids stress an opposite principle.
Zenith, for example, advertises:

“ . ..You need not suffer the unnecessary annoyance, expense, and inconven-
ience of the so-called ‘fitting’ procedure . . . Because the Zenith Miniature re-
quires no ‘fitting,’ this expensive, time-consuming procedures is eliminated.”

ON WHICH SIDE DOES THE TRUTH LIE?

S0 much nonsense has been spread about hearing aids and their selection or
“fitting”—most of it spread deliberately, in the advertisements of expensive
hearing aids—that it is necessary first to clear away some of the underbrush.

Fortunately, some excellent basic research necessary for an understanding
of the subject is readily available. During the war and early postwar period, the
Federal Government financed an extensive program of hearing-aid research, con-
ducted under the general supervision of Dr. Hallowell Davis, at the Harvard Uni-
versity Psycho-Acoustic and Electro-Acoustic Laboratories. Dr. Davis and his

*See pp- 119-139 for testimony.
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associates published their joint findings in 1947, in a technical volume which has
come to be known as the “Harvard Report.” * Ifor lay readers, an excellent book
on hearing edited by Dr. Davis is also available.**

HOW A HEARING AID WORKS

Regardless of the claims made for it, every hearing aid is in fact simply an am-
plifier of sound. The sounds are picked up by a small microphone located in the
hearing-aid case, amplified by means of vacuum-tube circuits powered by dry-cell
batteries, and delivered to the ear at a louder level by means of an earphone
(called a “receiver” in the trade).

An aid should meet several simple requirements with respect to performance.
Extraneous noise should be held to a minimum. The aid should distort sounds
as little as possible. It should have effective tone and gain (volume) controls. In
addition to these obvious requirements, a group of three performance character-
istics requires special discussion. These three are frequency response, gain, and
maximum loudness.

Frequency response is discussed on the next two pages, gain and maximum
loudness on the two pages following.

MUST A HEARING AID BE “FITTED’ TO YOUR EAR?

Audible sounds vary in frequency from deep bass rumbles (about 20 cycles per
second) to high treble overtones (up to about 20.000 cycles per second).

It is not too difficult to build a high-fidelity amplifying system which will cover
this entire frequency range. Moreover, such an amplifying system can be made
relatively “flat”—that is, it can amplify all frequencies within this broad range
to nearly the same extent.

With a wearable hearing aid, however, the small size of both the aid and the
earphone makes it impossible to amplify over so wide a range, or to secure equal
amplification (a flat response) even over a quite limited range.

In the early 1930’s the Sonotone Corporation adopted a principle of hearing aid
“fitting” based on these defects. In advertising and sales campaigns Sonotone
stressed the need for ‘“selective amplification” and for careful fitting of the hear-
ing aid’s frequency response to the frequency response of the ear with which it
was to be worn. Other hearing-aid companies followed suit, and soon “person-
alized fitting”’ because a sort of fetish.

The fitting theory was based upon the fact that a hard-of-hearing ear is also
likely to have “peaks” and “valleys” of hearing rather than a “flat” response to all
tones from bass to treble. In general, the peaks and valleys in the hearing response
of the ear were supposed to determine the valleys and peaks of the hearing aid
which should be fitted to it. An ear which was especially insensitive to high-
frequency tones should be fitted with an aid which amplified those tones more
than others, and so on.

This theory was rammed home in hearing-aid advertisements, and white-
coated “consultants” armed with audiometers for measuring the frequency-
response curves of hard-of-hearing ears were widely employed in hearing-aid
stores. But even a decade ago, several difficulties could be noted in the “person-
alized fitting” or “selective amplification” theory.

There were those who said, for example: Why waste effort trying to over-
amplify the tones you don’t hear? Instead, try to make the most of the tones
you hear best by amplifying them. Thus it was possible to argue that either of
two diametrically opposed hearing aids “fitted” a particular ear.

Again, an “audiogram”—that is, the curve showing relative loss of hearing
at various frequencies—is drawn.by determining the least loud sound of a
particular pitch that you can hear. This is the “threshold of audibility.” But
research has shown that a threshold audiogram may be a wholly misleading
guide to the way you hear sounds louder than threshold sounds. Since the ear-
phone delivers sounds well above threshold levels, fitting a hearing aid to your
threshold audiogram was a wholly illogical procedure.

The whole elaborate theory of “selective amplification” was finally disposed of
in 1947, when Dr. Hallowell Davis and his associates published their findings.

*“Hearing Aids: An Experimental Study of Design Objectives,” by Davis, Stevens,
ﬁichol%gHudng, Marquis, Peterson and Ross. Harvard University Press, Cambridge,

ass., $3. . - L

**“‘Hearing and Deafness: A Guide for Laymen,” edited by Hallowell Davis, M.D.,
Murray Hill Books (Rinehart & Co.), New York, $5. .
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They had started their Federal research project at Harvard with the usual
“personalized fitting” theory, and had constructed a “master hearing aid” which
could be set for a wide range of frequency response curves. They then tried
various curves on a group of trained hard-of-hearing listeners, and gauged
the results by means of carefully designed tests of speech intelligibility. Their
finding was that two types of curves were suitable to practically all of the hard-
of-hearing subjects tested.

“The net result,” says the Harvard Report, “is a questioning of certain
dogmas, chiefly the notion that hearing aids, like eyeglasses, must be ‘fitted’
to the detailed idiosyncrasies of the individual impairment. The simple fact now
seems to be that the electro-acoustic properties best suited to one type of hearing
loss are those best suited to all. Regardless of the nature of their particular
defect, most patients hear best with an instrument which amplifies all fre-
quencies uniformly, or with moderate emphasis of the higher frequencies.”

HOW THE HARD-OF-HEARING HEAR

Further research, both here and in England, appears to confirm this finding.
The overwhelming majority of hard-of-hearing ears, we now know, hear well
both with hearing aids which are flat and with aids which emphasize the higher
frequencies. Some of the few people who hear a little better with high-frequency
emphasis nevertheless prefer an aid with a flat response from the point of
view of pleasantness.

The “ideal aid” proposed in the Harvard Report would amplify only the range
from about 300 to about 4000 cycles, the frequencies important for the under-
standing of ordinary English conversation. Frequencies below 300 and above
4000 cycles would be deliberately cut off, in part to minimize extraneous noises.
But later research indicates that even a close approximation of the ideal may
not be necessary in an aid which will be generally suitable without any
special fitting.

The “selective amplification” theory is still being pushed by some companies,
but CU believes that it is on its last legs. It has outlived its usefulness even
to those companies which have profited most from it over the past two decades.
Yet the old views die hard. One recent article, for example, first tries to discredit
the “universal type of hearing aid” as compared with the personally- fitted

Acousticon, and then adds this warning:
) “If the patient persists in wearing a hearing aid which is misfitted in this
way, he will eventually become a nervous wreck, and the strain on the nervous
system, in turn, is likely to produce various more-or-less serious physical
* disabilities.”

CU’s consultants report that such alarming statements are totally unwar-
ranted. Most of the hearing aids which are now on the market have been shown
to be quite satisfactory in actual clinical experience, and you can certainly
choose one or another without fear of incurring physical disability.

This view of CU’s consultants is in accordance with further research carried
on by Dr. Davis and associates at the Central Institute for the Deaf, in St. Louis,
since the Harvard Report was published. The St. Louis group has subjected to
comparisons the majority of the hearing aids marketed over the past three years.
Dr. Davis’ conclusion :

“The 30 or more models of hearing aids that we have tested during the last
three years * * * have not shown any significant differences in performance that
we could correlate with their frequency responses. All of the articulation scores
were so high that they approached the best that our hard-of-hearing listeners
could do even with no hearing aid at all, that is, with only high-fidelity amplifica-
tion. In other words, the performance of all of the hearing aids is so good that
our best tool, the recorded word lists, is not good enough to distinguish reliably
between them in any brief test. The scores are nearly as good as they can pos-
sibly be with our present methods of testing.”

GAIN AND MAXIMUM LOUDNESS

Frequency response can thus be eliminated as a critical performance char-
acteristic of hearing aids requiring careful fitting. This leaves two other impor-
tant performance characteristics to be considered—gain and mazimum loudness.
They are discussed on the two pages which follow.
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HOW ‘“LOUD” SHOULD A HEARING AID- BE?

Another area of mystification adequately cleared of underbrush by Dr. Davis
and his Harvard associates (see preceding pages) is bounded by the potentially
ambiguous terms “gain,” “loudness,” “volume,” “power,” ‘“strength,” “output.”
Let’s forget “volume,” “power,” “strength,” and “output” for the moment, since
these are most likely to give rise to ambiguity, and get a clear understanding of
two basic terms, “gain” and ‘“maximum loudness.” ) ’

“Gain” is the amount by which a hearing aid amplifies a given sound. It is
adjusted by turning the gain control (“volume control”) up or down. .

Loudness and gain are both measured in terms of decibels. A 10-decibel sound
is very soft, 60 decibels is about the loudness with which ordinary conversation
reaches the ear, while a sound of 130 or 140 decibels can be described as “ear-
splitting.” A hearing aid set for low gain—for example, 30 decibels—will amplify
a 10-decibel sound to a loudness of 40 decibelsand a 60-decibel sound to a loudness
of 90 decibels. If the gain control is turned up to produce a 50-decibel gain, the
aid will then deliver the 10-decibel and 60-decibel sounds with a loudness of 60
and 110 decibels.

The amount of gain you need is dependent, of course, on the severity of your
hearing loss; but as a practical matter you can get the right amount of gain with
almost any aid simply by turning the gain control up or down. What appears to
be “insufficient gain” is in fact likely to be something very different—namely,
“insufficient maximum loudness.”

MAXIMUM LOUDNESS

Because a certain setting of the gain control amplifies a 10-decible sound to
a loudness of 60 decibles and a 60-decible sound to a loudness of 110 decibles, it
should not be inferred that the same setting will amplify a 100-decible sound,
such as a loud shout a few feet away, to the 150-decible level. This is prevented
by the fact that every hearing aid has a “maximum loudness” above which it
will not deliver sound to the ear regardless of how loud a sound is picked
up by the micropohone. Thus a hearing aid with a maximum loudness output
of 110 decibles will deliver only 110 decibles to your ear even if the gain control
is turned up and the microphone picks up a 100-decible sound. Indeed, in some
cases a hearing aid will act as a “de-amplifier” rather than as an amplifier—
that is, it will actually reduce the loudness of a 130-decible or 140-decible sound.

It is this limitation on maximum loudness which makes it possible for people
to wear hearing aids at all. For very loud sounds may be actually uncomfortable,
or even painful. For most ears—hard of hearing or not—the “threshold of dis-
comfort is around 120 decibles. By choosing an aid with the appropriate maximum
loudness, it is possible to prevent even the loudest external sound from being
amplified to an uncomfortable or painful level.

The gain requirement and the maximum loudness requirement of a par-
ticular ear are quite independent. Thus one hard-of-hearing ear may be so im-
paired as to require a very high gain. Yet it may be “tender”—that is, it may have
a relatively low threshold of discomfort. Such an ear will use high gain but
must have an aid with low maximum loudness. Another ear may require only
moderate gain, and at the same time be ‘“tough” enough to tolerate a high
maximum loudness without discomfort.

The confusion which may result from the misuse of such terms as “volume”
or “strength” should now be evident. When a hearing-aid salesman tells you
that you need “a stronger aid,” or “a more powerful aid,” does he mean that
you need more gain, or that you need a higher mazimum loudness? You don’t
know, and he probably doesn’t either. Similarly, when you complain that your
aid delivers some sounds to your ear with uncomfortable loudness, and the
hearing-aid store offers to “cut down the volume,” does it proceed to reduce
the maximum loudness, as it should, or does it instead cut down the gain?

HIGH OR LOW?

As we have seen, there is no need to fit an aid on the basis of its frequency
response. There is no need to fit it for gain, which is simply adjusted by the gain
control. However, fitting for maximum loudness cannot be cast aside quite so
easily.

There are good reasons for not wearing an aid whose maximum loudness is too
high. On the other hand, there are good reasons for not wearing an aid whose
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maximum loudness is too low. If the maximum loudness of the aid is too high
for yeur ear, loud sounds will prove uncomfortable or even painful. Some ears are
tender and have a low threshold of discomfort; others are tough and have a
higher threshold.

You can, it is true, train your ear to accept somewhat louder sounds without
discomfort or pain, but in the present stage of hearing research this may not
be advisable. There is at least a possibility that repeated exposure to very
loud sounds may do some harm. So long as this possibility exists, a safe rule is not
to wear an aid whose maximum loudness is too high for comfort.

But an aid with maximum loudness which is too low will unnecessarily restrict
the “dynamic range” of the sounds which reach your ear. The average or “normal”
ear has a very wide audible range. It can hear sounds of 10 decibles or so, and it
can accept sounds up to 120 decibles or so without discomfort. The hard-of-
hearing ear, in contrast, always has a much more restricted dynamic range, since
hearing of soft sounds is lost and tolerance for loud sounds is not increased. It
is obviously undesirable to restrict this range still further by wearing an aid with
a lower maximum loudness than comfort permits.

Beyond this, sounds are distorted when the inherent loudness-limiting action
of the aid comes into play. The lower the maximum loudness the more often
the aid will be overloaded by loud incoming sounds, with consequent distortion
of these sounds. (It is possible to design an aid which minimizes distortion
due to overloading, through the use of a technque known as ‘“compression ampli-
fication.” At least one company has marketed such an aid, and according to
trade sources several companies are at work on new models which will embody
such a feature.)

Finally, the maximum loudness which an aid will deliver to your ear tends
to drop as B-battery voltage drops. Thus an aid which is adequate with fresh
batteries is likely to fall to too low a maximum loudness after a week’s use.

The maximum loudness of various aids can be adjusted in various ways.
With some models the power output tube must be changed; with others a
B-battery of different voltage is installed, or separate models with different maxi-
mum loudness levels may be available. One maker provides users with three
different ‘“pain pads” which are inserted between the case of the aid and the
cord to the earphone, so that the user can select the maximum loudness him-
self. CU strongly recommends to other manufacturers either the same arrange-
ment, or some other arrangement enabling the user to adjust maximum loud-
ness himself from time to time, instead of having to bring his aid to a service
station.

OTHER REQUIREMENTS OF A GOOD AID

In addition to such performance factors as frequency response, gain, and
maximum loudness, there are simple physical requirements and convenience
features of more or less importance. Men and women who wear hearing aids
want them small and light in weight. Size and weight, in turn, are related

to maximum loudness and to price——and price is a separate story by itself.

On the two pages which follow CU takes a look at the economics of the hear-
ing aid industry and notes some pitfalls to avoid.

AIDS COSTING $20 TO BUILD COST UP TO $200 TO BUY

As an example of some basic principles of hearing-aid economics, let’s take
the strange case of the Accuratone. It’s a story which most strikingly illustrates,
among other things, the need for impartial consumer testing.

Several years ago the Telex Corporation introduced a new model, the $189
Telex 97. It was a good aid, but in the hearing-aid industry as in women’s
clothes, automobiles, and many other lines, a new model can’t be allowed to
last too long. So the Telex 97 was superseded by newer Telez models.

But the $189 Tclex 97 was not, it seems, discontinued. A Telex aid, which
careful examination shows to be essentially the same as the 97 model, is cur-
rently being sold as the Accuratone, and at a price of only $79.

Some Telexr advertisements feature the $79 Accuratone,; but when a CU shopper
went to buy one, the local agency assured her that it was a very low-powered
aid, not likely to give satisfaction, and recommended instead a new $200 model.
When the shopper insisted, she was sold the cheaper aid, with the assurance
that she could trade it in on the $200 model and get her full $79 as a trade-
in allowance.

c
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Back in CU laboratories the Accuratone was checked and the salesman’s state-

., ment proved true. It was a very low-powered aid, not likely to prove satis-

factory, and almost certain to be traded in by the unwary consumer for the $200
model. Examination of the interior circuits showed why.

As compared to the $189 Telex 97, the $79 Accuratone has not been cheapened
at all. Rather, it has two extra components—two re<istors which effectively cut
down the aid’s performance!

Fortunately, it is relatively easy for a radio repair man to disconnect one of
the two added resistors and by-pass the other (see illustration, page 393), after
which the Accuratone becomes a good hearing aid, as the Telcz 97 was before it.

To understand the why and wherefore of this and similar subterfuges, let’s take
a look at the history of the hearing-aid industry.

The old-fashioned ear trumpet was followed, at the turn of the century, by the
first electrical “carbon aids,” based on the carbon microphone and receiver and
lacking vacuum tubes. Carbon aids are no longer being manufactured, though a
few are still in use. “Electronic” or vacuum-tube aids became theoretically fea-
sible at least as early as 1920, when the use of vacuum tubes as amplifiers was
widely introduced in radio receivers. The first vacuum-tube hearing aids, indeed,
were simply small radio amplifiers, using radio tubes and other components, and
much too large to wear. Many years elapsed before anybody got around to apply-
ing well-known scientific principles in order to produce the first wearable vacuaum-
tube aid, in the 1930s.

These first aids had few advantages over the best carbon-type aids. But they
gradually improved, and their popularity increased by leaps and bounds with the
appearance of the Sonotone Corporation upon the scene after 1930.

The Sonotone approach was simple. Comparatively few people were wearing
hearing aids, the firm apparently concluded, because prices were not high enough,
and therefore did not allow adequate margins for intensive selling. Sonotone,
accordingly, marketed aids which were very expensive—for that period. It al-
lowed large sums for selling and for advertising expenses. It opened dressy offices
in scores of cities, staffed with “experts” or ‘“‘consultants.” Other companies
followed suit, so that by 1942 an unpublished OPA study could say :

“The hearing aid industry is characterized by a distribution cost which exceeds
five or six times the actual cost of manufacture. A typical aid costs from $15 to
$20 to manufacture and sells at retail from $150 to $185. . . .”

The industry frankly told OPA, and has insisted in other contexts, that its
very high prices were necessary because hearing aids have to be intensively sold,
and high selling costs were accordingly warranted.

Battery sales also were brought within the scope of the high-price philosophy.
Batteries are necessarily a costly item. Over a period of five years they are
likely to add up to several times the initial cost of the hearing aid. The hearing-
aid manufacturers, or many of them, managed to capitalize on this continuing
drain on the consumer’s purse by designing the aids in such a way that only
the maker’s own batteries would fit the aids. Regardless of price, the consumer
had to buy the batteries put out by the company which sold him his aid. The com-
panies during this period had little incentive, of course, to devise aids which
were more economical of battery power.

The battery racket, it is pleasant to report, was cleaned up by the War Produc-
tion Board in World War II. As a conservation measure, all hearing-aid com-
panies were ordered to standardize the battery requirements of their aids, adapt-
ers were made available, and the number of hearing-aid battery types was
reduced from more than a hundred to a handful—with a resultant enormous
saving to consumers. (Some very new models, scheduled for production this fall,
appear to be reviving the old *custom-built” battery racket.)

After some years of the high-price, high-sales-cost philosophy pioneered by
Sonotone and adopted by others, many came to believe that the whole theory
was topsy-turvy. In their view, hearing aids weren’t high-priced because they
were hard to sell; they were hard to sell because they were priced so high.
In 1943 this issue was really decided, by the appearance on the market of the
first Zenith aid—priced at $40.

ZENITH’S REVOLUTION

According to the Zenith Radio Corporation, this introduction of the first low-
cost wearable vacuum-tube hearing aid resulted from the fact that Commander
Eugene F. McDonald, Jr., president of the company, was himself hard-of-hearing,
and was outraged when he opened his own aid and compared its high list price

s
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1
with the obviously low cost of components and manufacture. His company con-
cluded that “there is not a hearing aid on the market . . . regardless of what it
is selling for, that represents more in prime costs than $20. . . .” Commander
McDonald resolved to market a low-priced aid. .

No doubt other factors were also involved. Zenith’s radio manufacturing had
been chopped off short by wartime civilian production restrictions. Hearing aids
were one of the few alternatives open to radio comparies which offered postwar
as well as wartimre possibilities. In any event the new aid was brought forth.

Despite its somewhat low gain, it outsold during its first year on the market
all other aids put together. According to the company, “78% of the purchasers
of the Zenith hearing aid never owned hearing aids before, because they couldn’t
afford them.” -

Zenith’s competition was met by its competitors in several ways. Charges of
unfair competition were filed, for example, with the Department of Justice and
the Federal Trade Commission. According to one story, Zenith met these charges
by laying on the table its detailed cost sheets, and challenging other manu-
facturers to do likewise. That ended the unfair competition case.

But the chief weapon against the Zenith was the old sales talk about “per-
sonalized fitting” and “selective amplification.” If you had to wear a cheap
bargain aid, this argument went, the Zenith might be all right; buat if you
wanted an aid fitted to your needs as glasses are ground to fit your eyes, you'd
have to pay $150 and up. That argument, as we have seen, is wholly fallacious.

Actually, the Zenith’s cost of production was little if any lower than that
of most higher-priced aids. The sales argument worked, nevertheless. Despite or
possibly because of Zenith’s very large sales, the other companies’ business also
increased.

But by now, CU believes, the hearing aid industry is due for more change. Small,
light, economical hearing aids can and should be produced for low-price sales.
There is no sound reason in technology or economics why ithis eannot be done.
And there is every reason for doing it. For even with Zenith’s “revolution,” the
hearing-aid industry has failed to reach with low-priced, efficient aids an esti-
mated 2,000,000 people who need them and could benefit from them. It is a
serious shortcoming for an industry which is selling, as its ads are fond
of proclaiming, something more than merchandise. To a man or woman who needs
one, a hearing aid can make the difference between leading a normal life and
being cut off from friends and associates. . :

If you are influenced by the advertisements, the first thing you will prob-
ably do when you suspect you may need a hearing aid is to visit the nearest
Acousticon (or Maico, or Sonotone, or Telex) sales room. What happens next
depends, of course, upon the particular dealer to whose store you go. Some
dealers, no doubt, will follow the policy laid down by one large company in its
confidential instructions to hearing aid salesmen :

“It is important that you understand clearly the psychology of the hard-of-
hearing person who is a non-user. From all outward signs they may appear to
be irritable, impatient, and even short-tempered and suspicious. Psychologically,
however, they are handicapped by their hearing loss and are therefore more
timid and can be dominated and forced into decisions because of the timidity
that is generated by their handieap. ... .

“Some hearing-aid companies . . . have taken conscienceless advantage of these
psychological facts. . . . However, in all good conscience . . . there is no sound
reason why you should not at least dominate him to the extent of getting a com-
mitment that if you can help him he will do something to help himself.”

To be sure, not all hearing aid stores will take this approach. But even so,
their resources for assisting you are likely to be limited. What you need is dis-
interested professional guidance. Accordingly, CU suggests that a visit to a
hearing-aid store be the last step rather than the first, or that you avoid it alto-
gether and buy your hearing aid by mail after obtaining professional guidance.

'AUDIOLOGY CLINICS

The ideal first step for any hard-of-hearing person is to seek the services of

a good ‘‘audiology clinic.” Such clinics—not to be confused with the more
limited “hearing clinics” operated by various hearing societies, and discussed
- more fully below—are generally associated with large hospitals, medical schools
or university speech and hearing departments. They offer more or less complete
service to the hard-of-hearing, including medical and psychological examina-
tions, hearing-aid selection services, training in the use of a hearing aid, in




230

speech reading, in voice control, etc. Because they bring together all of these
services in one professionally oriented center, their standards are likely to be
high. Some outstanding audiology clinics are listed on page 231.

Not everyone who needs help can get the services of such a clinic, unfortunately.
There are far too few audiology clinics, and even the best of them are under-
staffed to meet the demands for their services. Even if there is one in your
locality, or you can afford the time and money to visit one at a distance, you
may find that it is booked far ahead.

Few would argue that every hard-of-hearing person is not entitled to the
services of a good audiology clinic. But good clinics will become more generally
available only when the demand for them becomes insistent enough. Pressure
on the state legislatures, and on hospital boards and others concerned with
medical policy, can result in the establishment of more good clinics and in more
adequate financial support for those which exist.

HEARING CLINICS

Somewhat more modest in the services they offer are “hearing clinics,” most
of them established by leagues for the hard of hearing. These vary from small
local offices staffed by only a few part-time or volunteer workers, on up to large,
well-staffed organizations which offer a considerable range of services. Few
of them have medical ear specialists (otologists) on their staffs.

Despite any limitations, however, even the smallest hearing clinic offers
one very important service—impartial advice on the problems which confront
you, often by people who are hard-of-hearing themselves. Almost all of them
will also offer you an opportunity to become acquainted with hearing aids of
various brands and models, in one place, without a hearing-aid salesman at your
elbow. If you don’t have access to a full-fledged audiology clinic of the type
described above, a hearing clinic is certainly your next best alternative.

CU’S CONSULTANTS ADVISE ON THE STEPS TO TAKE BEFORE YOU BUY AN AID,
AND DISCUSS SIZE, PRICE, BATTERY COSTS, AND SERVICE

A 1950 directory of both audiology clinics and hearing clinics, with a checklist
of services available at each, can be procured by sending a postcard to The
Audiology Foundation, 1104 S. Wabash Avenue, Chicago 5, Illinois.

The Veterans’ Administration in New York City and the Army Audiology and
Speech Correction Center, Walter Reed Hospital, in Washington, D.C., maintain
excellent audiology clinics for veterans with service-connected hearing disability.
The service is free, and hearing aids and batteries are also supplied without
charge. Unfortunately, similar service is not available in all parts of the
country (though free aids and batteries are).

MEDICAL EXAMINATIONS

If you go to an audiology clinic, a careful examination by an otologist will be
one of the first steps in the clinical routine.

If you don’t go to an audiology clinic, by all means have an examination made
by an otologist in private practice.

Not all otologists specialize in hearing-aid problems. A local hearing clinic,
or your own physician, or a nearby hospital, will no doubt be able to give you
- the name of an otologist who does. The American Speech and Hearing Asso-
ciation has in preparation, a plan for certifying experts competent to advise on
hearing problems, but as yet this certification procedure is not in operation.

The otologist will first of all ascertain whether your hearing difficulty is of
a type which can be cured. He will make sure, for example, that it is not caused
by a plug of wax in the ear canal, and that there is no infection of the ear
requiring immediate treatment.

He will probably test your hearing with an audiometer to determine the
approximate severity of the hearing loss in each ear, and the type of loss.
On the basis of tests he will be able to advise whether you are one of the rela-
tively few people who should wear a “bone-conduction” aid, or whether you
should wear the usual “air-conduction” type. Bone conduction has the obvious
advantage that you wear the earphone behind the ear rather than in the ear
where it is more conspicuous. But the great majority of users hear better with
air conduction.

Finally, the otologist will advise you in which ear to wear your aid. The
general rule is that people with mild impairment wear an aid in the poorer ear,
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in order to maintain as much two-ear hearing as possible, while people with
more severe impairment wear an aid in the better ear to get satisfactory results.
But there are exceptions to this rule which an otologist can identify.

SOME OUTSTANDING AUDIOLOGY CLINICS

Presbyterian Hospital, Section for Audiology and Phonology, New York, N.Y.

Syracuse University, Conservation of Hearing Center, Syracuse, N.Y.

Johns Hopkins University and Hospital, Hearing and Speech Center, Baltimore,
Mad.

Medical School of Pittsburgh, Department of Audiology, Eye and Ear Hospital,
Pittsburgh, Pa.

Cleveland Hearing and Speech Center, Cleveland, Ohio.

Ohio State University, Speech and Hearing Clinie, Columbus, Ohio.

Northwestern University, School of Speech, Evanston, Il

University of Illinois, Speech and Hearing Rehabilitation Clinie, Chicago, Ill

Illinois Eye and Ear Infirmary, Speech and Hearing Rehabilitation Clinic,
Chicago, Il

Central Institute for the Deaf, St. Louis, Mo.

State University of Iowa, Speech Clinic and Dept. of Oral Surgery and
Otolaryngology, Iowa City, Iowa.

University of Southern California, Speech and Hearing Clinic, Los Angeles,
Calif.

THE EAR INSERT

Once the otological examination is completed, the next step is usually to have
an ear insert made (unless you are advised to use bone conduction). Ear inserts
are molded to the conformation of your ear to provide a tight fit and at the same
time to be comfortable. A poorly fitted ear insert may permit some sound from
the earphone to leak back to the microphone, and this in turn may cause the
hearing aid to squeal when the gain control is turned up. Your otologist may
make a mold of your ear and have the insert made for you, or else tell you where
you can have one made. Also, he will no doubt clean out the ear canal and cut
away any hairs, so that your ear will not be injured in the course of making the
mold. Ear inserts usually cost $5 or $10, though some companies charge $15. A
few hearing-aid companies include the cost of the ear insert in the cost of the
aid, but CU advises that you have your ear insert made before you decide which
hearing aid you are going to buy. The same ear insert can be worn with any aid.

CU’s consultants advise against a type of insert currently being promoted as
less conspicuous than regular ear inserts—namely, ear inserts with a plastic
tube leading from the ear to the earphone, which is tucked way out of sight.
Such devices reduce the efficiency of the hearing aid.

TRYING OUT AIDS

Once these preliminaries have been completed, you can, if you wish, safely
buy by mail an aid such as the Sears or Zenith, and give it a home trial—return-
ing it if you are not satisfied.

You will probably prefer, however, to get acquainted with several aids before
selecting a model. Here CU’s consultants offer several suggestions. The ideal
“tryout” is to take several aids home with you, and try them out for several
days.

Hearing-aid dealers who offer comparative home tests of several brands are,
unfortunately, exceedingly few and far between. Many manufacturers refuse to
sell to a dealer who also handles another brand of hearing aid; this insistence
on “exclusive” contracts is currently up for consideration before the Federal
Trade Commission.

In general, therefore, the only place where you can try out a number of different
brands. with disinferested advice rather than high-pressure salesmanship, is a
clinic. Trymg out aids in succession at different stores is not likely to be-a reward-
ing experience. -

Don’t expect, when trying out several aids, even in a good cliniec, to find one
model which somehow lmraculously restores normal hearing. And don’t place too
much emphasis on the minor differences you will hear among aids. Several factors
combine to make personal judgments somewhat unreliable.

The one you like best today may not be your favorite tomorrow. The aid that
sounds “pleasantest” may not give any better intelligibility than the others. One
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-aid may seem best in a quiet testing room, another on a noisy street. You may
very well not like the first aid you try; to be fair to it, try it again after you
have tried out two or three others. The differences in tone among supposedly
identical samples of a particular model may be as great as the differences among
different models. Fortunately, as CU pointed out last month, these differences are
in general very small, so that no matter how unreliable your judgment may be,
it isn’t likely to lead you far astray.

HOW ABOUT MAXIMUM LOUDNESS?

There is one aspect of hearing aid “fitting” which is important-—namely, selec-
tion of a hearing aid with an appropriate degree of “maximum loudness.”

Consumer Reports for September 1950 discussed the concept of maximum loud-
ness, and what maximum loudness is desirable for persons with different hearing
losses.

However, there remains to be considered this question :

Can the wearing of a hearing aid actually injure your ear, and impair or
destroy whatever hearing you have left? It was primarily to seek a fuller answer
to this question that the present article, originally scheduled for October 1950
Consumer Reports, was delayed until this month,

CU has searched the literature on possible injury from loud noises, or loud
hearing aids, and has consulted specialists in this field. ’

Some kinds of alleged evidence for hearing impairment due to wearing an.
aid can first be dismissed. Dr. E. P. Fowler, Jr., clears away -this underbrush
quite effectively in “Hearing and Deafness: A Guide for Laymen,” edited by Dr.
Hallowell Davis. Says Dr. Fowler :

“Simply because some users of hearing aids have continued to lose hearing does
not mean that the instrument is responsible. A patient may forget how deaf he
really is until he takes off his hearing aid, and he may blame the instrument for
what he thinks is an increase in his deafness. The progressive hearing loss of old
age becomes worse whether an instrument is used or not.” .

Other evidence, however, cannot be so lightly dismissed. It is known, for
example, that very loud sounds may cause temporary hearing fatigue even in
normal ears; and there is always the possibility that repeated or continued ex-
posure to such sounds—including such sounds delivered by a hearing aid—may
cause permanent nerve impairment.

INJURY FROM WEARING A HEARING AID

Some hard-of-hearing people have what might be called “built-in protection”
against hearing (nerve) injury due to excessive loudness from a hearing aid.
These are the patients who have “conduction deafness’—that is, from some defect
in their physical pathway along which sounds travel to the inner ear. Such a
defect acts very much like an ear plug, protecting the nerve endings against too
loud sounds. Those with conduction deafness can therefore safely wear as loud
an aid as they can tolerate. And, as noted in Consumer Reports, September 1950,
they will get improved performance if they do wear a “high-maximum loudness”
aid provided it does not produce pain on loud sounds. .

The same is generally true of those who suffer from “mixed deafness”’—that
is, from a combination of the conduction deafness described above and nerve
deafness. Even with only slight conduction loss (as shown by an audiogram),
protection is likely to be complete. As Dr. Fowler points out :

“Thirty decibels of conductive hearing loss . . . represents a protection nearly
as great as that offered by the best ear plugs. Thirty decibels of protection will
reduce the maximum output of the most powerful instrument below any reason-
able danger limit.” .

One reason why you should consult an otologist before you buy a hearing aid
is to determine whether your hearing loss is of the type which offers this “built-
in-protection.”

This leaves to be considered those people who suffer from “pure nerve deaf-
ness” and those with mixed deafness in which the amount of conduction loss
is not great enough to provide adequate protection. Even within this group
there are some who should wear the loudest aid they can tolerate without dis-
comfort. These are the people whose hearing loss is so severe that even a “high
maximum-londness aid” will not fully overcome it. Such people are totally or
almost totally deaf without an aid. To counsel them against the only aids which
will really assist them may constitute ‘“conservative cruelty.”
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There remain to be considered those with slight or moderate nerve deafness.
For such people there may be a risk of permanent injury from wearing “too
loud” a hearing aid. Accordingly, a safe rule for them is to wear the aid with
the lowest maximum loudness which will enable them to understand speech
tolerably well. Note that turning down the gain control on a high-maximum-
loudness aid is not the same as wearing a low-maximum-loudness aid, for even
though the gain control is turned down, very loud sounds will still come through
too loud.

A competent otologist, not a hearing aid salesman, can best advise you into
which group you fall, and how loud an aid you can safely wear.

The above views, it should be stressed, are based on the best evidence cur-
rently available—and that evidence is woefully slim. The lack of a large body
of sound experimental work in this field constitutes a serious gap in contem-
porary medical and physiological research. Organizations for the hard of hear-
ing and others concerned with hearing problems, should band together to demand
that both public and private funds be allocated for a further exploration of this
and other problems.

TESTING FOR MAXIMUM LOUDNESS

Regardless of the kind and degree of your hearing loss, there is a straight-
forward test for maximum loudness which you can perform for yourself, and
which you should perform before buying an aid. Just put on the aid, turn down
the gain control, and have someone speak into the microphone in a good loud
voice. As he talks turn the gain control up gradually. If the sound you hear be-
comes painful to your ear at any setting of the gain control that aid has too
high a maximum loudness.

Usually (but not universally), maximum loudness is proportionate to B-bat-
tery voltage. Thus an aid with a 30-volt B-battery generally has high maximum
loudness; 2214 volts, medium; 15 volts, low. Similarly, a fresh B-battery per-
mits a higher maximum loudness than an already used one.

CU’S LISTING

CU’s listing of hearing aids is based on the opinion of CU’s consultants, who
have had many years of clinical experience with hearing aids. The division of
the aids into three groups with respect to maximum loudness is also based on
their clinical experience. It is their opinion that, in addition to maximum loud-
ness, the buyer should consider such factors as price, battery cost, durability,
- size, weight, and convenience.

The listings are based solely on air-conduction performance. If you are one
of the relatively few people who should use bone conduction, you will almost
certainly need an aid with high maximum loudness. Sonotone is a leading ex-
ponent of bone conduction, and its salesmen are likely to try to sell a bone-
conduction aid. If you require a bone conduction receiver, however, any dealer
can provide one for the aid you select.

Some models—notably the Paravor XTS and YC are not included in CU’s list
because they have crystal rather than magnetic receivers; in the opinion of
CU’s consultants, crystal receivers are inferior because of their “peaked” re-
sponse and poor durability. A few models have been excluded because of gen-
eral inferiority in clinical experience. However, some models are not on the
list because CU’s consultants have not had sufficient experience with them to
give them a listing. Hence absence of an aid from the list does not necessarily
mean that the aid is not worth consideration.

In the listings, defects which CU’s consultants noted in each model are set
forth, particularly defects which may affect the durability of the aid. In all of
the aids listed, earphones and earphone cords are the plug-in type, and can be
replaced by the user; tubes are plug-in but must generally be replaced by the
dealer. Some models have plug-in microphones and gain controls, which make it
easier for the serviceman to make repairs or replacements.

A few of the models listed lack tone controls; this is a handicap, but it may not
be serious enough to warrant rejection of an otherwise good instrument, in the
opinion of CU’s consultants.

PRICES AND COSTS

The hearing aids listed in this report range in list price from $75 for the Zenith
and $79 (including ear insert) for the Telex Accuratone to over $200 for the
Telex Model 200. As CU pointed out last month, this wide range of prices is not,
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in the main, due to any difference in the hearing aids themselves. Rather it is
due largely to differences in distribution.

However, the aid with the lowest list price is not necessarily a Best Buy, for
tlf;e original cost of an aid is only a portion of its total cost in use over a period
of time.

To make possible a cost comparison in terms of the actual costs of using an
aid, the listing includes estimated five-year battery costs for each aid. These
estimates are relative only. They are based on the list prices and claimed capaci-
ties of the batteries used, on typical battery drain figures for the tubes used, and
on the assumption that an aid is operated for a full 16 hours every day. Hearing
aid costs thus calculated, as the listings show, cover an amazing range. On the
basis of the assumptions noted above, the $173 Maico UE has an estimated five-
Year battery cost of about $250, while the comparable figure for the $70 Otarion
E—4 would run in the neighborhood of $500. The most economical of the aids, on
this basis, is the Paravor VHMG, with a list price of $100 and a five-year bat-
tery cost estimated at $200. The most expensive is the Microtone T6-45, a $199
aid with an estimated five-year battery cost of $800.

SIZE AND WEIGHT

Hearing aid users quite understandably prefer small, light instruments, and
the industry has gone a long way to meet this preference. The illustrations of
various tube sizes and battery sizes on page 15 show how, over the past decade
or so, size and weight have been reduced. What.CU describes today as a “very
large” aid would have been unbelievably small not so many years ago.

For those who can use an aid with low maximum loudness, it is possible to
select a small aid with a comparatively low five-year cost—the Sears P-15, at
$94.50 plus shipping charge, with an estimated five-year battery cost of $300.
None of the aids listed combines high-maximum loudness with small size; nor is
there a small aid among them that combines even a medium maximum loudness
with low battery cost. If you insist on a small aid from among the models listed,
you must sacrifice either maximum loudness or economy or both.

In recent months a number of companies have brought out new aids which are
even smaller than the aids described as “small” in these listings. Some of these
new aids, moreover, appear to have high maximum loudness. Clinical experience
with them is not yet sufficient to warrant detailed comment. An unfortunate
feature of several of them is the use of non-standard battery sizes—a develop-
ment which may leave the user at the mercy of the manufacturer in buying bat-
tery replacements, especially if battery shortages develop hereafter.

BATTERIES

Some of the aids are designed to use “mercury cell” A-batteries rather than
the usual zinc cells. Also, some aids designed for the so-called “Penlite” zinc
batteries are large enough to accommodate the new mercury cells. The mercury
batteries are more expensive per battery, but the batteries have a much longer
life and probably a somewhat lower cost per hour.

Comparable to mercury cells in economy and capacity are the rather new “air
cell” batteries, which can be used on hearing aids designed for the so-called
“double Penlite” zinc A-batteries. If you have an aid of this type, by all means
switch over to the Eveready “air cells.” These can be u